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YOUR PATIENT IS IN NEED OF 
Vitamin B-Complex in a practical form 
PRESCRIBE 


VIBITON 


8. C. P. W. BRAND 
POTENT AND PALATABLE 


VITAMIN B-COMPLEX 


useful in 


Vitamin deficiency resulting in symptoms of fatigue, 
anorexia and loss of weight, etc. 


VIBITON CONTAINS PER FLUID OUNCE : 
Vitamin B, (Thiamine Hydrochloride) 16.0 mg., Vitamin B, (Riboflavin) 4.0 mg., Vitamin 6. 
(Pyridoxine) 2.0 mg., Vitamin 6,, 10.0 mcg., Cal. Pantothenate 12.0 mg., Choline Chloride 
60.0 mg., Methionine 250.0 mg., Nicotinamide 50.0 mg., Sodi Glycerophos. 400.0 mg., Liver 
Extract (in terms of fresh liver) 80.0 G. Mait Extract qs, Absolute Alcohol 15%, viv. 
25%, extra quantities of Vitamin B, 8., B, and Nicotinamide are added to 
compensate loss due to storage. 


Available in 4 oz. phial and | Ib. bottle 


| BENGAL CHEMICAL @ CALCUTTA e BOMBAY @ KANPUR | 
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CLINICALLY EFFECTIVE IN 94% OF PATIENTS 


Infections of all body systems 
respond to SYNERMYCIN. Because of the synergistic action of its two components, 
SYNERMYCIN frequently overcomes pathogens resistant to other antibiotics. 
Clinical success has been reported in 94 per cent of 5185 cases. The safety of 
SYNERMYCIN well matches its remarkable effectiveness; it is perfectly tolerated 
by the great majority of patients. 


Supplied in capsules and in vials for intravenous injection. 


Pfizer) Science for the World's Well- Being 


RAVISON PHARMACEUTICALS PRIVATE LTD. 


POST BOX 1636, BOMBAY | 
Exclusiwe Distributors in India for 
PFIZER EASTERN CORPORATION 


* Trademork of Chos. Pfizer & Co., Ine. New York, Panama & Brussels 
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for adequate protein supplementation ... 


Each 30 Gm. contains: 


* PROTEIN HYDROLYSATE LEDERLE 


Liver Protein Hydrolysate IS Gm. derived from 60 Gm. 
of Fresh Liver providing vitamin B,, activity equivalent 


to 30 mcgm. of Cyanocobalamin. 


Sucrose 10 Gm. 


Flavoring agents, excipients q-s. 


PACKAGE : Jars of 120 Gm. 


LEDERLE LABORATORIES 


P.O.B. 1994 


(INDIA) PRIVATE LTD. 
BOMBAY 1 
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SUPERIOR OTHER 
DRUGS” 


— CHAKRAVARTY N.C. 
Ind. Med. Rev. Vol 29.7258. 


Chakravarty in N. R. Sarkar Medical College 
Hospital carried systematic investigation on the total 


extract of Rauwolfia Serpentina, selecting Bromo-Raulfin 
for the purpose. 
He maintained a careful record of the cases 
treated with Bromo-Raulfin and opined “TI 
have tried other Rauwolfia preparations in the 
treatment of hypertension. But from close 
observation I have formed the opinion that 


RAULFIN Bromo-Raulfin is far superior to those 
antihypertensive drugs” 


— Chakravarty N. C 
Ind. Med. Rev. Vol. 29-7.258 


All ALKALOIDS AND RESIN FRACTION 


EASTERN DRUG CO. LTD. e CALCUTTA-27. 
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NAVARATNA 


SPASMO PERTUSOL 


A well balanced combination of proved Indigenous 
drugs and 
NEW SYNTHETIC SPASMOLYTICS. 
(Diphenin and Ortho-methoxy-phenoxy-propandiol) 
Very palatable and free from untoward reactions. 
Not habit forming. 


VERY EFFECTIVE IN RELIEVING BRONCHIAL 

SPASMS, CONTROLS COUGH & COLD SPECIALLY 

INDICATED IN WHOOPING COUGH AND ALL 

OTHER AFFECTIONS OF THE UPPER RESPIRA 
TORY TRACT. 


NAVARATNA 
PHARMACEUTICAL LABORATORIES 


P.O. Box No. 13, Cochin-2. 


NEW BOOK 1956 NEW BOOK 
Textbook of Pharmacology and Therapeutics 


BY 
BIRENDRA NATH GHOSH, F.R.F.P.S. (Glas), F.R.S. (Edin) 
Professor of Pharmacology, R. G. Kar Medical College, Cal 


An entirely new book for students and a 
work of reference for practitioner Incor 
porating all drugs in B.P. 1953 & adden 
dum 1955 and also all Drugs included in 
the Indian Pharmacopoea published in 1953 


Size-Royal, Page xv-650. Price Rs. 20/- or 35s. 


SCIENTIFIC PUBLISHING CO. 
85, NETAJI SUBHAS ROAD, 
P. B. No, 969, Caicutta-1 


Telephone: 22-5566 Telegram: CREOLION 


Just Out, January, 1959 : Medical Students and 
General Practitioners’ indispensable Guide. 


BED-SIDE MEDICINE 


Tenth Edition: thoroughly revised, largely rewritten and 
amplified: Demy, nearly 1500 pages 612 diagrams and 2 
multicoloured plates. 

By Professors Majumdar and Chatterjee with seven 
8 ialist collaborators from the School of Tropica! Medicine, 
Medical College, Calcutta and Nilratan Sarkar Medical 
Coliage. Calcutta. 

This combined text-book of Clinical and Systematic 
Medicine has described all aspects of Medicine including 
Medical Case Examination and the Medica! Diseases in 
their etiology, pathology, clinical course, prognosis, differ- 
ential diagnosis and treatment. 

Also Laboratory methods. 


Price, Rupees Twentysix : Sale Tax and Postage, Extra. 


Scientific Publication Concern, 
9, WELLINGTON SQUARE, CALCUTTA-13. 
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calcefor 


calcium - C 900mg 


better tolerance « higher stability 


Laboratoires Vifor S.A. Geneva- Switzerland 


Sole Distributors: Atul Drug House. Bombay 18 


Liq. Alkacitron 


(DI-SODIUM HYDROGEN CITRATE ) 


A PLEASANT AND PALATABLE BLOOD ALKALISER, WHICH 


DOES NOT INTERFERE WITH THE NORMAL DIGESTIVE 
PROCESS. IT MAINTAINS THE NATURAL ALKALI RESERVE 


OF THE BLOOD. 


FOR PARTICULARS PLEASE CONTACT: 


GLUCONATE LIMITED, 


70 A, PRINSEP STREET, CALCUTTA-13. 


* 
re 
¢ 
é 
4 
4 3 
ly 
: 
e 
| 


April 1, 


1959 


J.1. M. A. Advertiser 


"Stops bleedin 
at its roms source 


Fs “The Clouden a reliable 
ay bolt in cases. of bleeding of every description 
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Sole Importers 


NEO-PHARMA Kasturi 
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(ORAL AND PARENTERAL) 
Containing in ‘balanced proportion Vitamin 
B-Complex, Vitamin C, Folic Acid and 

Vitamin B,, etc. in a liverbase. 


THE BRAHMACHARI RESEARCH INSTITUTE & 


“82/3, CORNWALLIS STREET-CALCUTTA-4 \ 
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THE ACID BUTTERMILK 


OF CONSTANT COMPOSITION . BUTTER 
POWDER FORM 
with 


NESTLE’S PRODUCTS (INDIA) LTD. ee 


P.O. BOX 396, CALCUTTA, P.O. BOX 315, BOMBAY, P.O. BOX 180, MADRAS 
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UNCOMMON EFFICACY 


Prednisolone 


ROUSSEL 


collyrium 


A new advance in the management of all inflammatory 
and allergic disorders of the anterior segment of 
the eye and for post-operative ocular care. 


e Anti-inflammatory e Anti- allergic 
e Anti-exudative e Anti - fibroblastic 


Presentat ion 


Dropper vials of 3 c. c. of 0.5%, 
suspension of Prednisolone acetate. 


LES LABORATOIRES ROUSSEL 
35, Boulevard des Invalides. PARIS 7* 


Sole Distributors in India, 


FRANCO-INDIAN UNITED LABORATORIES 
Bapnu Ghar, Hornby Vellard, BOMBAY 18. 
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Scientific groundwork in Pyrex 


‘GRIP-SEAL’ 
interchangeable 
ground glass joints 


precision-ground to close-limit | 
tolerances meeting BSI recommendations 


heavy wall, robust moulded section, 
extra tough clamping area 


anti-chip, fire-polished ends 


wide adaptability 


| 
| 
and the chemical-mechanical-thermal | 
stability of all PYREX glass! | 

| 


@ Obtainable from all main dealers 


—or, to be precise, scientific 
ground glass work. A craftsman’s 
job, this. Assemblies of scientific 
apparatus, like chains, are at the 
mercy of their weakest link: 

the joint that won't join, maybe, 
or the stopper that won't stop. 
Pyrex have been making 
apparatus for years. They know 
you can’t get interchangeability 
and long life without the 
precision of real craftsmanship. 
Pyrex are always improving their 
production methods to attain 
even higher standards of quality. 
This is one good reason (among 
many) why everyone who is 
looking for quality glassware 
looks for Pyrex 


INDUSTRIAL SALES EXPORT DIVISION 
JAMES A JOBLING & CO. LTD. WEAR GLASS WORKS SUNDERLAND ENGLAND 


PYREX 


Regd. Trade Mark 


Laboratory 


BRAND 


and scientific 


glass 
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In Infective 
Enteritis 


| 


GUANIMYCIN 


®@ rapidly controls symptoms 

@ eradicates infecting organisms 

®@ considerably shortens duration of illness 

@ is well tolerated by children as well as adults 


@ is wholly free from neurotoxic complications 


GUANIMYCIN 


Supphed in bottles to prepare 4 fluid 
ounces of suspension. 


24-hour treatment When diluted to 4 fluid ounces with water, 


each fluid ounce contains 
Streptomycin sulphate 0.25 g., and 
sulphaguanidine 2 ¢ 


ALLEN & HANBURYS LIMITED 


(Incorporated in England, Limited Liability) 


N58/114/IND 
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“A potent 
corrective 


Alvite contains all the principal 
vitamins indicated in multivitamin 
therapy. It is also useful as a 
dietary supplement. 


Alvite Tablets are manufactured 
by drycota process to preserve 
the potency of the ingredients 
for a longer time. 


COMPOSITION: 
Alvite Liquid—Each ml. contains: 
Vitamin A 

Vitamin D 

Vitamin Bi B.p. 

Vitamin B2 (Riboflavin B.P.) 
Vitamin Bé6 B.P.c. 

Niacinamide B.P. 

Panthenol 

Vitamin C B.P. 


Vitamin A 

Vitamin D 

Vitamin B.P. 

Vitamin B2 (Riboflavin B.P.) 
Vitamin Be B.P.c. 
Niacinamide B.P. 

Calcium Pantothenate U.8.P. 
Folic Acid B.P. 

Vitamin B.P. 

Vitamin C B.P 

Tocopheryl Acetate 

(vit. E) B.P.C. 


ALEMBIC CHEMICAL WORKS 
COMPANY LIMITED, Baroda-3. 


You can put your 


confidence in Alembic 


x 
| 
NN 00 LU. 
|| 10.0 mg. 
3.0 mg. 
- Alvite Tablets —Each tablet contains: 
| \ of 5,000 1.U. : 
vl amin 1 mg. 
‘ 
q d fi 2 mg. 
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Furadantin first 
in urinary 
infections 


‘Furadantin’ is particularly effective 
in cases of refractory urinary 
infections. It is rapid in action, 
does not involve cross-resistance 
with other antibiotics, and is 
remarkably safe. ‘Furadantin’ is 
entirely suitable for routine use in 


the ambulant patient. 


‘Furadantin’ is issued in containers 
of 25 tablets 


Menley & James, Limited 
(Incorporated in England with limited liability ) 


- 141 Fort Street, Bombay 


Sole Distributors : 
Pharmed Private Limited 
PO Box 1185, Bombay 


FR:PA20In 


d ‘Furadantin’ is a trade mark 


{ — a: Vol. 32, No. 7 = 
| 
| 
| 
by 
: \ NOP 
| 


April i, 1959 


J. 1. M.A. Advertiser xiii 


MACRABIN 


‘GLAXO’ 
The Discoverers of 
Vitamin 


GLAXO LABORATORIES (INDIA) PRIVATE LTD. 


HERPES ZOSTER 


Crystalline Vitamin By2 


INJECTIBLES: 
50, 100, $00 and 1,000 micrograms 
per cc. Ampoules of | cc., boxes of 
6 and vials of 5 cc 


TABLETS: 


10 micrograms. Bottles of 50 
50 micrograms. Bottles of 25 
LIQVID: 


25 micrograms per fluid drachm. 
Bottles of 2 fl. oz. and 4 fi. oz. 


Bombay + Calcutta +» Madros + New Delhi 
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Merile 
ees 
ee et) A tonic of liver concentrate an 
For conditions of debility and various 
types of anaemias in the tropics. 
*@eeeeeeese 
*esesnes 
eee 
|| FERILEX 
F 
ees WY in bottles of 
$0 ml., 100 ml., 
A product of 4 — 170 ml., and 
TEDDINGTON CHEMICAL FACTORY PRIVATE LTD., - 450 ml. 
Suren Road, Andheri, Bombay Ne $3. 2330 
W. T. SUREN & CO. PRIVATE LTD., 
P.O. Box 229, Bombay |. 
Branches: Calcutta: P.O. Box 672 
M : P.O. Box 1286. oe 
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The pathway of infection is broad and open 


Inevitably, someone succumbs. When the 
symptoms of bacillary dysentery become evident, 
“Thalazole’ is indicated for immediate administra- 
tion. The effect of this is dramatic. Within a few 
hours, griping ceases and diarrhoea is markedly 
reduced. Rapid convalescence may be anticipated. 


BACILLARY DYSENTERY 
TREATMENT OF CARRIER STATE 
INFANTILE GASTRO-ENTERITIS 


Detailed literature is available on request. 


@ THALAZOLE’ 


mancracteate ar 


MAY @ BAKER LTD PHTHALYLSULPHATHIAZOLE 


Supplied os 0-5 Gm. tablets end es suspension 


Distributed ~=MAY & BAKER (INDIA) PRIVATE LTD - BOMBAY CALCUTTA GAUHATI MADRAS NEW DELH! 


ben an ORAL SPECIFIC Covonaly ts debited... 


Aminophylline B.P 100 mg. | Aminophyliine mg 
COM Papaverine Hcl m 

rrete | COMPOSITION : | S P ap g 
Phenobarbitone Sod. B 33 mg Phenobarbitone Sod. BP. 33 mg 
sete Coronary Artery diseases © Angina Pectoris © Myocardial Infarction e 
ya Arteriosclerotic Heart disease @ Cardiac Asthma or Paroxysmal 
tet Nocturnal dyspnea @ Congestive Cardiac failure © Hypertension 

rts Do not produce systemic fall in blood pressure @ Are well tolerated 
oe © Do not tend to induce gastric irritation © Non-habit forming and 
cee are mild hypnotics. Their high tolerability guarantees the use for 
rete long term administration 

mt i fi ablets twice or thrice a day after meals 
* DOSAGE In divided dose o or 2 table ic ' y 


or as desired by the Physician 


in pilfer proof bottles of 30 and 100 tablets. 


Literature on Request. 
THE FAIRDEAL CORPORATION (PRIVATE) LTD. 
142-48, GHODBUNDER ROAD, JOGESHWARI, BOMBAY -42. 4 
4 REGO TRADEMARKS BRANCH: LAHA PAINT HOUSE, 7-CHITTARANJAN AVENUE, CALCUTTA 13 
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BLACK AND 
WHITE MAGIC 


There is no magic about modern surgery. The means of inducing 
anesthesia are so highly developed and effective that the surgeon 
can coolly prosecute his work varying it to suit any exigency. 


In processing aether anesthetic for the country’s hospitals, 
surgical clinics and maternity homes, we are conscious of 
our grave responsibility. Strict and continuous laboratory 
and chemical control in our modern plant, ensures 


the high quality of our product. Always processed to BP standards. 


for anesthesia 


Available in 11d, & 8 bottles 


Manufactured by 
HYDERABAD CHEMICAL AND PHARMACEUTICAL WORKS LIMITED 


HYDERABAD ON. 
India’s largest producer of Aether Anesthetics and Aether Solvens 


Sole Distributors for India (except Assam, Bengal, Bihar & Orissa): 
MESSRS. HERBERTSONS PRIVATE LTD. Bombay * Delhi 


Sole Distributors for Assam, Bengal, Bihar and Orissa: 
MESSRS. RAVI TRADING CO. 5, Clive Row,Calcutta 
Sub Distributors ond Stockists in all important towns and cities of India 


4 
| 
| 
t 
| 
j 
; 
= 
7 
: 


J. 1. M. A. Advertiser xvii 


DEQUINOL 


IODOCHLORHY DROXYQUINOLINE 


IS THE ANSWER 


DEQUINOL is specific for amoebiasis, both acute and 
chronic. It is also indicated in Bacillary dysentery, 
Enterocolitis, Summer Diarrhoea, Infantile Diarrhoea 
and Dyspepsia (fermentative or putrifactive) etc. 


It is extremely well tolerated and does not pro- 
duce any side effect even on prolonged administration. 


SUPPLIED IN ; TABLETS OF 0.25 GM. EACH, IN TUBES OF 20, BOTTLES 
OF 250 AND TINS OF 500 AND 1000 


Manufactured hv 
DEY’S MEDICAL STORES (Mfg.) PRIVATE LTD. 
CALCUTTA-19 
Exclusive Distributors : 
PEY’S MEDICAL STORES PRIVATE LTD. 
CALCUTTA o BOMBAY o DELHI o MADRAS 
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THE MOST POTENT ANTIPRURITIC, ANTI-INFLAMMATORY 
AGENT KNOWN PLUS ANTIBIOTIC ACTION ; 
AGAINST SECONDARY BACTERIAL INVADERS — 


in skin condition 
FLORINEF-S LOTION/OINTMENT 

Pruritus ani * Pruritus vulvae * Scrotal 
pruritus * Dermatitis (atopic, 


eczematoid, contact, exudative, 


seborrheic, neurodermatitis, dermatitis 


venenata) * Lichen simplex chronicus 


Eczema (atopic, dyshidrotic, stasis, 


nummular, infantile) * Sunburn 


in eye conditions 
FLORINEF-S OPHTHALMIC OINTMENT 
Acute conjunctivitis * Acute catarrhal 
conjunctivitis (“‘pink eye’) * Vernal 
catarrh (vernal conjuctivitis) * Blepharitis 
marginalis * Chronit iridocyclitis * Chronic 
uveitis * Postoperative cataract reaction 
with iritis * Episcleritis 


FLORINEF (SQUIBB FLUDROCORTISONE ACETATE) WITH SPECTROCIN (SQUIBB NEOMYCIN-GRAMICIDIN) 


SARABHAI CHEMICALS sarova 
mchond Premchand Private Limited 
( MANUFACTURERS OF SQUIBB MEDICINALS IN NDIA 
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Sulphonamide cum Oxyquinc 


with 
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Chloroquine & Pectin 


Y 
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GY 
Y Amebj- and 
Y "fections . Each 30 c.¢. contains approximately : 
Succinylsulphathiazole, 
Phthalylsulphathiazole, 


Di-iodohydroxyquinoline 

Chloroquine Diphosphate 

Pectin, 

Kaolin, 
Preservative 


and flavouring QS 


FREE SAMPLES TO THE PHYSICIANS ON REQUEST 


A PRODUCT OF 


G. D. PHARMACEUTICALS PRIVATE LTD 


NIVEOITA LANE CALCUTTA-3 


> 


Pleasant & palatable 


STADMED 
CALCUTTA-4 


In cases of malnutrition 


4 


supplies 


for Extra Vitality 
and 


Resistance against diseases. 


PRIVATE LIMITED 


and wasting diseases... . 


Generous amount of Vitamins & Minerals | 


Available packings 8 fl oz. & 16 fl. oz. 


35G 
175G 


35G 
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ENTERO-QUINOL 


Iodochloroxyquinoline Tablets 


For 


Ameebic Dysentery and other 


Intestinal Disorders 


CORTOLA 


Hydrocortisone 


Sodium Sulphacetamide 


in 3 c.c. Dropper bottles 


Antibacterial 


@ Anti-allergic 


i @ Anti-Inflammatory 


East India Pharmaceutical Works Ltd. 


GALCUTTA—26, 
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ORIGINAL ARTICLES 


OBSERVATIONS ON CHANGES OF PATTERN IN CHRONIC PYOGENIC OSTEOMYELITIS 


PUBLISHED TWICE A MONTH 
EDITOR—P. K. GUHA, M.B., M.R.C.S. (ENG.), D.O.M.S. (LOND.) 


CALCUTTA 
Aprit 1, 1959 


FOLLOWING INADEQUATE ADMINISTRATION OF PENICILLIN : 


THEIR SIMILARITY WITH OTHER BONE 


K. S. BOSE, (ca.) 


DISEASES 


Hony. Visiting Surgeon, Fracture and Orthopaedic Department 


The standard clinical picture of pyogenic osteo- 
myelitis appears to have changed (Compere et al, 
1943; Altemier and Helmsworth, 1945; Mc- 
Adams, 1945; Agerholm and Trueta, 1946; 
Higgins et al, 1947) since the introduction of anti- 
biotics particularly penicillin which is most com- 
monly used. The severity of the clinical condi- 
tion usually subsides after a few doses of peni- 
cillin with the result that the disease is often 
treated inadequately. This may lead either to in- 
complete resolution or to chronic inflammatory 
changes with atypical features. Several workers 
(Altemier and Reinecke, 1945; Brailsford, 1948 ; 
Gray et al, 1950; Meschan, 1957) have drawn 
attention to changes in the radiological lesions of 
pyogenic osteomyelitis after penicillin treatment. 
Instead of the typical appearance of involucrum 
and sequestra formation as seen in pyogenic osteo- 
myelitis, the author has seen during recent years 
variable and grossly atypical patterns simulating 
various bone diseases such as Paget’s fibrous 
dysplasia, Ewing’s tumour, osteogenic sarcoma, 
osteoid-osteoma, infantile cortical hyperosteosis, 
diaphyseal aplasia (Engelman’s disease) and Gau- 
cher’s metabolic disorder of bone. The resem- 
blance was, of course, radiological and partly clini- 
cal. Follow-up studies and histopathology revealed 
the true nature of the disease. 

It appears that these atypical features of osteo- 
myelitis resulting from inadequate antibiotic 
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therapy have not vet received sufficient recogni- 
tion. It was, therefore, thought worthwhile to in- 
vestigate these cases from clinical, radiological and 
histological aspects with a view to categorise the 
lesion as far as possible. This is a report of 7 
cases of osteomyelitis simulating various lesions 
of bone excepting malignant bone tumours which 
have been reported separately (Bose, 1959). 
A report of a group of cases simulating fibrous 
dysplasia will form the subject matter of a later 
communication. 


METHODS AND MATERIAL 


Seven cases were selected from amongst those 
of pyogenic osteomyclitis that attended the Ortho- 
pacdic Department, Calcutta Medical College, in 
1957 and 1958. These were the cases which pre- 
sented some difficulty in the diagnosis on account 
of atypical features. Routine clinical examination 
was made and the history, especially of penicillin 
treatment, was noted. Skiagraphy and _ blood 
examinations were done. Histépathological exami- 
nation by bone biopsy was conducted. Culture 
from biopsy material was done in some cases to 
isolate the organism. 


Case REPORTS 


The analvsis of the seven cases with radiologi- 
cal and histological findings is given in Table 1. 
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Tasie 1—SHOWING 


ANALYSIS OF THE SEVEN CASES UNDER REVIEW 


Treatment : 


Sl. No., Name, Age 


in years, Sex Clinical history 


Tender bony swelling middle 


third of left tibia—3 months 


Bony swelling with bent up- 
per third of left tibia—1 


year 


Tender bony swelling middle 
half of right tibia with ad- 
herent discharging sinus— 
1 year 


Tender bony swelling with 
discharging sinus over left 
tibia—1! year 


F.Ch. 


Bony swelling with healed 
sinus in lower end of right 
femur—4 years 


Bony swelling upper end of 
left tibia with healed sinus 
—4 years 


M.D., 22, M. 


Huge swelling of left thigh 
—3 months 


B.D., 1%, M.Ch. 


N.B.—All the cases had a past history of fever, pain, 


DISCUSSION 


Atypical osteomyelitis cases resembling bone 


tumour have been reported (Bose, 1959). The 
features of osteomyclitis may be so atypical at 
times as to simulate bone tumours both clinically 
and radiologically. Histopathological examination 
is often inconclusive in these cases because of 
many fallacies of bone biopsy. It is only by clini- 
cal observation over a period of from 4 to 6 weeks 
that the final diagnosis can be arrived at. Arterio- 
graphy is often helpful in these types of cases 
(Dos Santos, 1950). Many workers reported diag- 
nostic difficulties between osteomyelitis and malig- 
nant tumour, especially Ewing’s tumour (Bose and 
Banerjee, 1953). Fever is often present in malig- 
nant disease due to tissue destruction (Pickering, 
1958). Swelling and fever in bone malignancy may 
mimic pyogenic osteomyelitis with incomplete re- 
solution of the inflammatory process. Dewitte 
(1956) stressed on the difficulty in diagnosis be- 
tween sarcoma and penicillin-modified osteomye- 
litis. 


Penicillin 
in mega 
units 


5 


Biopsy 
(vide plate) 


Skiagram 
(vide plate) 


Remarks 


Simulated osteoid-osteo- 
ma clinically and ra- 


diologically 


Fig. 1 Fig. 2 


localised 
radio- 


Simulated 
Paget’s disease 
logically 

Simulated infantile cor- 

tical hyperosteosis ra- 


diologically 


Simulated Engelman's 


disease radiologically 


Simulated Gaucher's dis- 
ease radiologically 


Simulated fibocystic dis- 
ease radiologically 


Needle biopsy 
—blood : 
Staph. aureus 
on culture 


Simulated haemangicma 


radiologically 
and swelling with acute onset. 


Atypical osteomyelitis resembling various bone 
diseases as found in this study has not been re- 
ported so far. Are the Paget’s disease, infantile 
cortical hyperosteosis, osteoid-osteoma and fibrous 
dysplasia the atypical manifestation of osteomye- 
litis? Paget (1877) himself thought about chronic 
inflammation as the cause of osteitis deformans. 
Caffey and Silverman (1945) also ascribed un- 
known infection as the cause of cortical hyper- 
osteosis. Osteoid-osteoma of baffling aetiology has 
been ascribed to inflammatory lesion by many 
though inflammatory cells are consistently absent 
(Davison, 1957). According to Jaffe and Licten- 
stein (1940) this is a benign tumour of bones. The 
present study suggested the possibility of inflam- 
mation in the pathogenesis of osteoid-osteoma and 
fibrous dysplasia. 


Probable pathogenesis of atypical lesions— 
Acute pyogenic infection in bone causes necrosis 
and depending on the severity of infection, 
necrotic fragments may separate as sequestra. 
During natural healing process when the infection 
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is controlled, new bone formation takes place as 
involucrum with its cloaca for drainage of pus and 
sequestra. On this sequence of pathological 
changes, the clinical and radiological features of 
osteomyclitis depend. Penicillin or any other 
effective antibiotic nips in the bud these series of 
changes. Bone necrosis is minimal with little or 
no sequestrum and minimal new bone formation. 
According to Nash (1951) the final bone texture 
after adequate antibiotic therapy is normal and 
very rarely there is appreciable sclerosis while 
those cases resistant to penicillin show typical 
pattern and sequestra. By adequate antibiotic 
therapy he meant penicillin treatment for 6 weeks 
after subsidence of fever. He did not, however, 
mention the effect of inadequate and irregular 
treatment with antibiotics such as is sometimes 
meted out in this country. 

Necrosis and new bone formation, characteristic 
features of pyogenic osteomyelitis, are proportion- 
ate to the virulence of the infecting organism, 
the resistance of the host and the adequacy of 
antibiotic administration. In some cases, due to 
inadequate administration of antibiotics in the 
acute stage, the virulence of organism being un- 
checked, necrosis becomes more marked as shown 
by rarefied areas in the skiagrams and is liable to 
be confused with various radiolucent bone diseases. 

In certain cases again, new bone formation is 
more marked to grumbling infection from in- 
adequate doses of antibiotics for irregular periods. 
They may simulate radio-opaque bone diseases. 

The anatomical features of atypical osteomye- 
litis may also be explained from local vasculature 
and segmental blood supply of the long bones. 
According to Waschulewski (1956), in the mild 
type of osteomyelitis seen now-a-days infection is 
prone to localise in the diaphysis of the bone in 
the supply areas of the segmental arteries. They 
are branches from the main arterial stem to supply 
the periosteum and their ramifications form half 
rings around the shafts of bone and send further 
branches into the bone through Haversian canals. 
By reason of this anatomy, bone infection may 
manifest first as periostitis, secondly as osteoid: 
osteoma, a cortical form, and thirdly as intra- 
osseous abscess which may be confused with radio- 
lucent bone diseases. 


SUMMARY 
Observations on the changes of pattern in 7 
cases of pyogenic osteomyelitis are reviewed to 
illustrate the atypical features most frequently met 
with. 
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DIAPHRAGMATIC HERNIA 


J. K. NAG, 
AND 
S. K. BHAR, 
Calcutta 


Diaphragmatic hernia signifies any condition in 
which there is protrusion of one or more of the 
abdominal organs into the thoracic cavity either 
through an enlarged normal opening in the dia- 
phragm or through an abnormal opening in the 
diaphragm. Normally the diaphragm forms a com- 
plete partition between the abdominal and thoracic 
cavities. Its upper surface is covered by the 
pleurae and the pericardium and its under surface 
by the peritoneum. Normally there are three 
openings in the diaphragm through which the 
oesophagus, aorta and inferior vena cava pass. 
These structures fit snugly in the openings and 
have reflections of the pleura and the peritoneum 
over them constituting tight seals. Sometimes 
there may be laxity or relaxation of these natural 
openings in the diaphragm with herniation of the 
abdominal contents into the thorax and this type 
of hernia mostly occurs through the oesophageal 
opening. Such a hernia is commonly known as 
oesophageal hiatus hernia or simply hiatus hernia. 
It is a true hernia as it has got a covering sac 
consisting of pleura or peritoneum or both. 

Four types of hiatal hernia are recognised ; the 
sliding and fixed types and paraoesophageal and 
short oesophageal types. Sliding hiatal hernias are 
much the commonest and in this type the cardiac 
end of the stomach, with or without the oesopha- 
gogastric junction, slides upwards into the thorax 
through the enlarged and relaxed oesophageal 
hiatus. In the case of para-oesophageal hernias a 
portion of the fundus of the stomach herniates up- 
wards into the thoracic cavity alongside the nor- 
mally placed oesophagus. The short oesophagus 
hernias are nonreducible because the oesophago- 
gastric junction is drawn upwards into the thorax. 

Sometimes there is direct communication 
between the abdominal and thoracic cavities due 
to congenital defects. Developmentally the dia- 
phragm is derived from three elements. The 
anteromedial portion arises from the septum trans- 
versum, the posterolateral portions arise indepen- 
dently from the pleuroperitoneal membranes and 
the lumbar portion from the dorsal mesogastrium. 
At about the eighth week of foetal life these 
component parts fuse to form the diaphragm. Some- 
times the component parts of the diaphragm fail 
to fuse or the pleuroperitoneal canal may persist. 
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The result will be complete or partial absence of a 
diaphragmatic leaf which will allow free passage 
of multiple abdominal viscera into the thoracic 
cavity. These are really false hernias as they have 
no covering sac. These congenital diaphragmatic 
defects occur about six times more often on the 
left than on the right and permit the abdominal 
organs such as the stomach and parts of the intes- 
tine and occasionally the spleen, pancreas and the 
left kidney as weil as a portion of the liver to enter 
into the pleural sac. Again the liver is so placed 
on the right side as to serve as protection against 
the diaphragm. So congenital diaphragmatic 
hernia on the right side is a rare condition. Brunn 
(1931) reported a family of ten children in which 
everyone of the eight living members revealed 
some degree of oesophageal hernia of the stomach. 
Besides the congenital and acquired types of 
hernia described above, hernias may occur due to 
rupture of the diaphragm at any point due to 
trauma. The left diaphragm is more frequently 
injured than the right because the right has the 
protection of the liver. These traumatic hernias 
may occur in automobile accidents as a result of 
crushing injuries to the abdomen and the chest. 


It should be understood that the great difference 
of pressure between the abdominal and thoracic 
cavities is the dynamic factor without which 
hernia would not take place. If the intrathoracic 
and introabdominal pressure were the same, the 
thoracic organs would herniate through a defi- 
ciency in the diaphragm into abdomen due to 
gravity but this never occurs because intraabdo- 
minal pressure is higher than the intrathoracic 
pressure which is subatmospheric. 


INCIDENCE 


There is disagreement as to the incidence of 
diaphragmatic hernia. However, its incidence is 
likely to be higher than what is realised. If 
routine x-ray examination were made with barium- 
filled stomach, in the Trendelenburg position, 
many more cases would have been brought to 
light. Small hernias at the oesophageal hiatus are 
particularly frequent and the condition is often 
symptomless. Jones (1941) discovered fifty cases 
of diaphragmatic hernia in his private practice. 
MacMillan (1920) discovered three cases of dia- 
phragmatic hernia in 15,000 x-ray examinations. 
Pan Coast and Bowles (1926) found sixteen cases 
among 9,000 gastro-intestinal examinations. 
Dickson (1933) reported 206 instances discovered 
in the radiology department of the Toronto 
General Hospital over a period of fourteen years. 
Harington (1940) has shown a high incidence of 
diaphragmatic hernias in the statistics from the 
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Mayo Clinic. Most authors agree that by far the 
commonest hernia occurs through the oesophageal 
hiatus and again oesophageal hiatus hernia is seen 
much more frequently in older than in younger 
people. Acquired hernias occur twice as often as 
the congenital variety and both types of hernia 
occur most often in males. 


The clinical symptoms of diaphragmatic hernia 
differ in various types. Severe forms of congenital 
hernia, with massive entry of abdominal contents 
into the chest, are incompatible with life and in 
fact, the child may be stillborn. In less severe 
cases, the main symptoms of congenital diaphrag- 
matic hernia are paroxysmal dyspnoea, cyanosis, 
colicky pain, attacks of vomiting and sometimes 
abdominal distension due to intestinal obstruction. 
The infants are generally weak and anaemic. The 
symptoms of hiatus hernia, which is the most 
common form of acquired hernia, are referable 
chiefly to the gastro-intestinal and circulatory 
systems. The usual symptom in these cases is 
burning pain after food and particularly on lying 
down. According to Guthrie and Jones (194) 
herniation of a small portion of the stomach may 
produce more symptoms than large hernias. The 
pain is usually substernal. Sometimes there may 
be only discomfort after meals. Other symptoms 
include hiccup, haematemesis and vague upper 
abdominal complaints. Erroneous diagnosis prior 
to operation include in order of frequency, chole- 
cystitis, cholelithiasis, peptic ulcer, hyperacidity, 
cardiac disease, appendicitis and intestinal obstruc- 
tion. Jones (loc. cit.) has drawn attention to the 
fact that some cases of hiatus hernia in older age 
groups closely simulate coronary disease. It should 
be borne in mind that some hernias are symptom- 
free. 

In small hernias there may be no abnormal 
physical signs whatsoever over the chest. In 
moderate and massive hernias the expansion of 
the chest is markedly diminished on the involved 
side. Vocal fremitus is also diminished and the 
apex beat may be displaced to the opposite side. 
The percussion note depends on the abdominal 
organ herniated into the thorax. If the spleen is 
in the thorax, a flat note is elicited. If the 
stomach and intestines are there, tympany may be 
elicited over the lower chest. On auscultation 
breath sounds are absent owing to collapse and 
compression of the long and gurgling sounds, com- 
monly heard over the abdomen, may now be 
elicited high over the chest. On inspection there 
is usually no asymmetry over the chest but if a 
large volume of abdominal contents have entered 
the chest—the abdomen appears flat. The physi- 
cal examination, however, is in most cases of little 
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help in diagnosis as the hernias are mostly on the 
left side, and hyper-resonance over the lower part 
of the chest is readily ascribed to distended 
stomach or colon. 


It is due to roentgenology that more and more 
cases of diaphragmatic hernia are being discovered 
and reported. Without this aid definite diagnosis 
of this condition is not possible. Besides diagnosis, 
radiology furnishes data necessary for the surgical 
treatment. Usually x-ray inspection following the 
ingestion of barium reveals evidence of parts of 
the gastro-intestinal tract in the thorax. 


As the diaphragmatic hernia is a mechnical 
abnormality due to an anatomical defect, it requires 
repair by surgery. Congenital diaphragmatic 
hernias in children almost always require surgical 
intervention. It has been observed that infants 
in the first forty-eight hours of life stand opera- 
tions extremely well, in fact better than at the 
end of a week or ten days. In the diaphragmatic 
hernia of adults, if the symptoms are obstructive 
in nature, operation is indicated. If, however, symp- 
toms are mainly dyspeptic in nature, then it will be 
wise to adopt medical measures for many of the 
patients are old and obese. Failure to obtain relief 
by symptomatic treatment should lead to the con- 
sideration of a phrenic crush. This has the effect 
of rendering lax the hernial orifice and should, 
therefore, abolish, or at least diminish, all those 
symptoms which may be due to congestion pro- 
duced by tightness at the hernial orifice. The 
operation is very simple to perform and is fre- 
quently followed by relief. The group of cases 
where the hernia is small and symptomless and 
perhaps discovered accidentally require no treat- 
ment. 

Two illustrative cases are reported. 


Casg REPORTS 


Case I1—S.N.S.R., aged 30 years, businessman, had 
pneumonia on the right side at the age of 7 months. 
At the age of nine years he had pain on the right chest 
with fever and was treated for pleurisy but no aspira- 
tion was done. 


The present illness started from July, 1954 when he 
had a sudden onset of severe cough with mucopurulent 
expectoration, low grade fever and breathing difliculties. 
He was treated with penicillin injections and his symp- 
toms gradually subsided and he kept fairly well till 
June, 1955 when he had a relapse of the symptoms. 
This time a skiagram of the chest was taken (Fig. 1, vide 
Plate). A dense homogenous opacity was seen occupy- 
ing almost the whole of the right hemithorax except the 
uppermost region. The appearance was very suggestive 
of pleurisy with effusion and as advised by a phthisio- 
logist the patient had INH and PAS for 3 months with 
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relief of symptoms. An aspiration was advised but for- 
tunately it was not done. 


In December, 1956 he had again cough with breath- 
ing difficulties but had no fever this time. He was 
treated with antituberculous drugs and his symptoms 
abated. In June, 1957 he had again some cough with 
breathing difficulties. In the meantime he had several 
skiagrams of his chest and all of them showed almost 
the same original condition. Planigraphy of the right 
lung showed several rarefied areas simulating cavities 
(Fig. 2, vide Plate). Later on, on careful study of the 
skiagram a few variable lighter shadows were observed 
in the upper part of the dense opacity and it was decided 
to exclude diaphragmatic hernia by barium meal x-rays. 
The suspicion was confirmed by taking skiagrams at 
varying intervals after barium swallow. It was demons- 
trated that the hernia contained stomach, duodenum and 
portions of small and large intestines (Fig. 3, vide 
Plate). On careful physical examination after radiologi- 
cal diagnosis, it was found that the abdomen was much 
smaller than normal, there was tympanitic note and 
gurgling sound over the lower part of right chest parti- 
cularly in front and on the side. 


Case 2—K., male child, aged one and a half years, 
had developed one month after birth (after normal deli- 
very) slight breathing difficulties which gradually in- 
creased. After about 6 weeks the child started to get 
occasional vomiting. The general health of the child 
was fairly good without anaemia. A skiagram of the 
chest was taken (Fig. 4, vide Plate) which suggested 
infiltration with cavities in the left lung with moderate 
pleural effusion and gross displacement of the me liasti- 
num to the right. He had antituberculous drugs for 
about a year without any effect on breathing difficulties 
or the occasional vomiting. The radiological appearance 
also remained the same. In September, 1957 on close 
study of the skiagrams of his chest and careful physical 
examination diaphragmatic hernia was suspected. There 
was some retraction of the lower part of the left chest, 
the abdomen was smaller than normal and breath-sounds 
were practically absent except in the upper part posterior- 
ly where very faint sounds were audible. Gurgling 
sounds resembling rales as heard on the abdomen, were 
detected on the left chest. The diagnosis was confirmed 
by barium-x-rays and it was found that the hernia con- 
tained both small and large intestines (Figs. 5 and 6, 
vide Plate). The father of the child did not agree to 
the operation. 


DISCUSSION 


Of the two cases reported, the second one was 
definitely a case of massive congenital hernia. 
Barium x-ray showed that in the first case, the 
hernia contained a part of the stomach, duodenum 
and small and large intestines whereas in the 
second case the hernia consisted of small and large 
intestines. It is quite likely that the left-sided 
hernia also contained other abdominal organs like 
kidney, spleen etc. 


1959 


The first case is more interesting. It is a case 
of right-sided diaphragmatic hernia which is a very 
rare condition. This case simulates almost exactly 
pleurisy with effusion. Though the present age 
of the patient is 30 years, his occasional chest 
symptoms date back to the age of seven months. 
So in all probability this is also a case of con- 
genital hernia which, like hernias in other parts 
of the body, has gradually increased and has now 
acquired a massive size. Besides, the symptoms 
of acquired hernias are mostly non-respiratory but 
in this particular case the most important 
symptom is a respiratory one, namely, breathing 
difficulties. Of course, the nature of hernia can 
only be definitely known on the operation table— 
if it is a congenital hernia, it will have no perti- 
toneal or pleural sac. 


SUMMARY 


A general review of incidence, actiology, clini- 
cal features and treatment of diaphragmatic 
hernia has been made. 

Two cases of massive diaphragmatic hernia 
have been reported—one in a male child aged 1} 
years and the other in a male aged W years, the 
former was a left-sided one which is common and 
the other was a right-sided one which is very rare. 

In both the cases the predominant symptom 
was dyspnoea. 

Both the cases had clinical and_ radiological 
features of pleurisy with effusion along with 
parenchymal lesions in the lungs—and both of 
them had prolonged antituberculous drug therapy 
—before the diagnosis of diaphragmatic hernia 
could be arrived at. 
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Fig. 1—Skiagram of chest 5) shows 
homogenous opacity occupying almost the 
whole of the right hemithorax except the 


uppermost region. 


Fig. 4—Skiagram , 10-9-57 ) taken after a course 
of anti-tuberculous treatment. Variable rarefied 
areas even extending to the right side are seen in 


the upper part of the dense shadow. 
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BEHAVIOUR OF VARIOLA AND VACCINIA 
VIRUSES IN MICE 
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K. N. NEOGY, (cat.), D.p.H. (CAL.) 
AND 


D. C. LAHIRI, .s. (cat), D.sact. (LOND.), 
D.1.M. & H. (LOND.), PH.D. (BOMB.) 


School of Tropical Medicine, Calcutta 


It is a well-known fact that pathogenicity of 
different viruses for different hosts varies greatly. 
Vaccinia is one of the few viruses that have wide 
range of pathogenicity. Variola virus is less easily 
transmissible in animals than vaccinia. Of all 
laboratory animals tried, monkey has been found 
to be most susceptible to variola and rabbit to 
vaccinia. Mice do not seem to have been exten- 
sively used as an experimental animal for testing 
variola and vaccinia viruses. The little work that 
has been done with this animal was either pro- 
duction of vescicopustular reaction by cutaneous 
inoculation in foot pad or tail (Rosenau and Ander- 
vont, 1931) or pulmonary consolidation by instilla- 
tion into the nose of anaesthetised animals 
(Nelson, 1938). 

While studying some of the techniques appli- 
cable for characterisation of pox viruses (which 
form the subject matter of a separate publication), 
mouse inoculation was done as one of the routines 
of technique of study. But because cutaneous in- 
oculation is one of the accepted methods of test- 
ing these viruses, intraperitoneal and intracerebral 
injection in mice—the two techniques commonly 
employed in virological study, have been tried 
during the present work. The strain of variola 
virus was isolated from the material of a case 
in Infectious Disease Hospital at Beliaghata 
(Calcutta), and the vaccinia strain was isolated 
from vaccine lymph manufactured locally. 


METHODS AND MATERIALS 


The variola and vaccinia strains were isolated 
by inoculating material from the smallpox lesion 
and vaccine lymph respectively on the chorioallan- 
tois of embryonated eggs by the standard tech- 
nique. Virus suspension was prepared by grind- 
ing the portion of the membrane showing lesion, 
in pestle and mortar with sand and subsequent 
centrifugalisation. As the strains were passed 
serially in eggs, the variola and vaccinia suspen- 
sions were labelled as VRE,, VRE., VRE;, 
or VCE,, VCE;, VCE; and so on, E,, E, 
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etc. denoting the number of egg passages of the 
strains. 

Swiss mice, pure colony of which is main- 
tained in the laboratory were used in this work. 
For intraperitoneal inoculation both adult mice 
(more than eight weeks old) and infant mice 
(three days old) were used, volume of inoculum 
being 0°1 ml. for adult and 0°05 ml. for infant. 
Some of the adult mice that survived were sacri- 
ficed 10-20 days after injection and the peritoneal 
cavity was washed with 2 c.c. of antibiotic solu- 
tion. The washing was tested in eggs for pre- 
sence of viable virus. 

For intracerebral inoculation, only infant mice 
were used and the volume of inoculum was 0°015 
ml. For making virus suspension for the next 
passage the brain of the ill mouse was removed 
aseptically after ether anaesthesia, ground in pestle 
and mortar with about 1-2 ml. of antibiotic solu- 
tion and _ centrifugalised. Materials of serial 
passages were labelled as VRM,, VRM,, VRM, 
: or VCM,, VCM;, VCM, etc., M,, 
M,.. . . denoting the number of mouse passages. 
Bacterial contamination was checked at every stage 
of the work by culturing the material in nutrient 
broth flask and blood agar plate. Viability of the 
virus was tested on chorioallantois of embryonated 
eggs. The mice that survived were sacrificed at 
different intervals and the brain emulsion was put 
on chorioallantois to find out if the virus was still 
viable in the brain tissues. 


RESULTS 


INTRAPERITONEAL INOCULATION : 


Adult mice were unaffected when they were 
infected intraperitoneally with variola and vaccinia 
viruses. Washings of the peritoneal cavity 10-20 
days after injection did not reveal any viable virus. 

Infant mice were killed in 3-4 days’ time by 
the vaccinia virus and there was collection of 
greenish yellow fluid in the peritoneal cavity. 
When infected with variola the animals were ill 
in 2-3 days with abdomen distended with clear 
fluid and they died in 3-12 days. Those that died 
late had pus in the peritoneal cavity. The result 
is shown in Table 1. 


INTRACEREBRAL INOCULATION : 


In general, vaccinia virus during its serial 
passages killed mice consistently in 5-9 days. 
With variola virus, although mice died in 6-10 
days in early passages, most of them survived in 
later passages, but the brain of the surviving 
healthy mice revealed viable virus even as late 
as 62 days after injection. The results of inocula- 
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tion with variola virus of the 4th egg passage and 
vaccinia virus of the Ist egg passage are shown 
in the Table 2. 


1—SHOWING RESULT OF INTRAPERITONEAL 
INOCULATION IN MICE 


N f Virus 


No. 
Mice  suspen- Result Remarks 
mice 
n used 
12 VRE, No death or ill- Peritoneal wash- 
ness ings 10-20 days 
Adult after injection 
12 VCE, No death or ill- did not reveal 
ness any viable virus 


12 VRE, Ill in 2-3 days. Peritoneal fluid 
Died in 3-13 clear in the 
days. All with early stage, pu- 
distended ab- rulent in the 
domen late stage. Show- 

ed living virus 
Infant 

12 VCE, All died in 3-4 Clear peritoneal 
days with dis- fluid. Showed 
tended abdo- living virus 
men 


Tatty 2—SHOWING RESULTS OF INTRACEREBRAL 
INOCULATION IN INFANT MICE 


Mouse’ No. of : 
passage mice VRE, VCE, 


Ist passage 6 Alldied within 6 All died within 
days 4 days 

2nd 6 4 died within 5 days. All died within 
2 killed 20 days 5 days 
after showed viable 
virus in brain 

3rd - 6 No death. Mice kill All died within 
ed in 7-36 days. All 4 days 
showed viable virus 
in brain 

4th 6 No death. Mice kill- All died within 
ed in 6-62 days. All 5 days 
showed viable virus 
in brain 

5th - 6 5 died in 8-30 days. All died within 
1 killed on 32nd 4 days 
day showed viable 
virus in brain 


6th is 6 All died in 6-28 days All died within 
6 days 

7th 6 All died within 
5 days 

8th 9 6 —- All died within 
5 days 


DISCUSSION 


Mouse as an experimental animal has been 
extensively used in virology. With many animal 
species, susceptibility to infection by a particular 
virus depends on the age of the animal ; fowl may 
be cited as a glaring example, as its embryo in- 
side the egg is susceptible to many viruses, but 
the adult is resistant to most of them. Infant 
mouse and not the adult, is susceptible to a 
number of viruses like Coxsackie virus. By intra- 
peritoneal route adult mice have been found re- 
sistant to variola and vaccinia, but the infant mice 
have been found to be extremely sensitive to those 
viruses, susceptibility to vaccinia being much more 
than that to variola. 


By intracerebral route vaccinia virus has been 
found consistently more lethal to infant mice than 
variola. During serial passage in brain of infant 
mice, there was no escape from the lethal effect 
when vaccinia virus was used, but the picture 
became different when variola was used. With the 
latter, during 3rd and 4th serial passages there 
was no death at all, although mice died subse- 
quently during the 5th and 6th passages. The 
vaccinia strain used was freshly isolated, but the 
variola was fourth egg passage strain, and this 
difference might have some bearing on the differ- 
ence in the degree of virulence to mice between 
the two viruses. But there was another interest- 
ing and_ significant observation. When the 
animals that survived after variola infection and 
apparently looked normal in all respects, were 
sacrificed and the brain emulsion was inoculated 
in embryonated eggs, viable virus could always 
be demonstrated. In this way, living virus has 
been shown to be present in brain of healthy mice 
upto 62 days after injection of variola, although 
concentration of viable virus in brain seemed to 
diminish as the survival period of mice after in- 
oculation increased. In the available literature, 
the authors have not come across reference to any 
work showing viable virus lying dormant in the 
brain 62 days after intracerebral inoculation in 
mice, although viruses have been recovered from 
other tissues after infecting immunised animals. 
Olitsky and Long (1929) isolated vaccinia virus 
from the tissues of immune rabbits 114 days after 
inoculation, Olitsky and Casals (1945) isolated the 
same eight months after, and Bedson (1938) re- 
covered Psittacosis virus from mice seven months 
after they have survived a test of immunity ; but 
in all these cases, animals were previously im- 
munised and viruses were recovered from organs 
other than brain. 
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CONCLUSIONS 


Variola and vaccinia viruses can cause fatal 
infection in infant mice when injected intraperi- 
toneally, but vaccinia is more pathogenic than 
variola in this respect. Adult mice are unaffected 
by intraperitoneal injection of variola and vaccinia. 

By intracerebral inoculation in infant mice 
vaccinia virus can be serially passaged without in- 
crease or decrease of virulence, the mice dying 
within 4-5 days. With variola virus although 
similar death occurs in the early passages, with 
subsequent passages, high percentage of mice 
survives, and from the brain of surviving appa- 
rently healthy mice, viable variola virus could be 
isolated even 62 days after injection. 
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PRACTITIONERS’ SERIES 


TUBERCULOUS MENINGITIS* 


D. BANERJI, M.8., M.R.C.P.£., M.R.C.P. (LOND.) 


Physician and Medical Superintendent 
Burnpur Hospital 


Tuberculosis is fast becoming No. 1 killer in 
our country. Tuberculous meningitis is one form 
of tuberculosis which is baffling in its diagnosis 
and presents innumerable problems in treatment. 
It is common experience that many of these cases 
are misdiagnosed or diagnosed at a late stage and, 
therefore, reach hospital late. Even when diag- 
nosed, practitioners are still apt to be pessimistic 
about the ultimate outcome. Many consider it to 
be as good as a death warrant as they have not 


* Based on a lecture delivered at the Asansol Branch, 
I.M.A., July 1958. 
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seen a single case survive or even if one survives, 
the patient is left a cripple with various palsies or 
deafness, blindness or mental defect. With 
modern methods of treatment, there is no reason 
for this attitude. Each case, however, requires 
prolonged and active treatment. It is likely too 
that the incidence is increasing. 


PATHOGENESIS 


Tuberculous meningitis is generally secondary 
to tuberculosis elsewhere in the body. Unlike 
other meningites, it is not necessarily preceded by 
bacteraemia. Invasion of the leptomeninges gene- 
rally occurs from rupture of an adjacent caseous 
focus generally in the cortex of the brain and 
sometimes in the meninges themselves. These pre- 
existing caseous foci are derived from haemato- 
genous spread from a breaking-down tuberculous 
primary complex in the lungs, cervical adenitis 
or bone and joint tuberculosis in children and 
from pulmonary or extra-pulmonary tuberculosis 
in adults. It should not, however, be inferred that 
meningeal infection direct from the blood stream 
rever occurs. Every second case of miliary tuber- 
culosis is said to develop meningitis. 

Tuberculous meningitis rarely occurs below six 
months of age but children upto 3 years are said 
to be specially susceptible and it may occur at 
any age subsequently. 

In infants and young children no tuberculous 
history may be available but sometimes there may 
be evidence of contact with an open case. Acute 
specific fevers like measles may act as exciting 
factors. 


SYMPTOMATOLOGY 


Tuberculous meningitis is characteristically in- 
sidious in its onset unlike other meningites. For 
descriptive purposes the course of the disease is 
conveniently divided into four stages : 

Prodromal stage of malaise which may last a 
few days to a few weeks. The patient is irritable, 
unaware of his surroundings, refuses food and 
loses weight. Headache, vomiting and _ slight 
fever are usually present. No neurological signs 
are present at this stage. 

Second stage of meningeal irritation—Fever, 
headache and vomiting become more pronounced. 
Fever may range from 1029-104°F. Children may 
have convulsions. There is stiffness of the neck, 
positive Kernig’s sign, plantar reflex may be ex- 
tensor and abdominals lost. Jerks may be 
exaggerated and ankle and patellar clonus can be 
elicited. Pulse is at first quick, afterwards slow 
and irregular. Ocular signs such as photophobia, 
contracted pupil and squint may be present. 
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Third stage of cerebral compression (due to 
increased intracranial pressure))—The patient is 
drowsy, yet irritable. Children usually lie on 
their sides with knees and elbows flexed. There 
may be ptosis, strabismus, facial and cranial nerve 
palsies. VI nerve is most vulnerable to the 
effects of raised intracranial pressure and external 
rectus palsy is, therefore, common. III and VII 
nerves may also be affected. The pupils are con- 
tracted. The abdomen is retracted, constipation 
is the rule and retention of urine may occur. 
Spastic extensor rigidity of the limbs with log-like 
stiffness of the whole body (decerebrate rigidity) 
is sometimes seen. Fundus examination may re- 
veal papilloedema and choroid tubercles. 

Fourth stage of paralysis—Drowsiness 
gradually deepens into stupor and coma. ‘The 
pupils have become either fixed or unequal. Con- 
vulsions or spasm or twitching of muscles may be 
present. Breathing becomes irregular (Biot’s type) 
with pauses of apnoea. Ultimately, paralysis of 
muscles supervenes together with incontinence of 
urine and faeces and fatal termination follows 
within 1-4 weeks, if untreated. 


DIAGNOSIS 


Early diagnosis is extremely important in this 
disease not only for recovery but also for complete 
restitution to normality. A diagnosis has to be 
made before irreversible damage to the brain has 
occurred. Diagnosis is relatively easy in the later 
stages when the clinical features already outlined 
have appeared. It is not so easy in the prodromal 
stage. Specially in children, the disease may be 
confused with pyrexial illnesses, gastro-enteritis, 
pneumonia and enteric fever. Since meningism 
may occur in any febrile illness in children, 
headache, vomiting and neck stiffness are less pre- 
cise diagnostic signs in their case. Constipation 
rather than diarrhoea is the rule in tuberculous 
meningitis unlike gastro-enteritis. In acute specific 
fevers, enteric and respiratory infection, tempera- 
ture is higher. Acute purulent meningitis is more 
sudden in onset and the C.S.F. is frankly turbid. 
Roundworm infestation may mimic this condition 
and may only be ruled out by the characteristic 
C.S.F. changes. In adults, when no definite 
neurological signs are present, the possibility of 
tuberculous meningitis should be remembered in 
every case of fever of obscure origin and specially 
if the patient is drowsy or comatose. 

An awareness of the disease in the mind of the 
physician is the first step in diagnosis. If there 
is tuberculosis in the house or if the patient is 
known to be tuberculous, the suspicion is further 
strengthened. 


LABORATORY INVESTIGATIONS : 


Investigations for confirmation of the diagnosis 
are : 

Mantoux test—This is said to be positive in 
85 per cent of cases of tuberculous meningitis. 
But an increasing proportion of normal children 
are also tuberculin positive. This test is not con- 
sidered by the author to be of much value in 
diagnosis except in infants. 

X-ray of chest—It should be done whenever 
the patient’s condition permits. The discovery of 
a pulmonary focus is a pointer to the tuberculous 
nature of the meningitis. 

Ophthalmoscopic examination and demonstra- 
tion of choroid tubercles—If found they indicate 
haematogenous dissemination of tuberculosis and 
give indirect evidence of tuberculous meningitis. 
In the Western literature, the finding has been 
reported in up to 74 per cent of cases but Indian 
observers appear neglectful of this finding. The 
highest reported incidence is 29 per cent only. 
It requires diligent and repeated search of the 
optic fundus after proper dilatation with homa- 
tropine. 

C.S. fluid changes—Even during the prodro- 
mal stage characteristic changes occur in the C.S. 
fluid and this is, therefore, the most important 
diagnostic aid. C.S. fluid characters are given in 
Table 1. 


Taste 1—SHOWING ALTERATION OF CHARACTERISTICS OF 


Cc. S. Fiurp 
In tuberculous 
Features Normal meningitis 
Colour and Clear and colour- Clear, threadlike coa- 
character less gulum on standing 
Pressure... 100—150 mm. Increased 
of water 
Protein “a 20 mg.% 60—300 
Sugar ae 70—80 mg.% Diminished below 40 
mg.% 
Chloride _... 700—760 mg.% Reduced to below 600 
mg.%. 


Cell perc.mm. O—Slymphocytes Increased to 50-500 
usually 75% lympho- 


cytes 

Culture nee Sterile Mycobacterium tuber- 
culosis may be de- 
tected 


Of the biochemical changes, low sugar value 
is almost constantly present. It is such an im- 
portant finding that a diagnosis may be made by 
a simple test even in a village where there is no 
elaborate biochemical laboratory. Equal volumes 
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of C.S. fluid and Benedict’s solution are mixed 
and brought to the boil. If no change of colour 
occurs it is almost diagnostic of tuberculous 
meningitis. The two simple tests, sugar estima- 
tion and cobweb formation, may be done even in 
a patient’s house. 

Tubercle bacilli may be demonstrated on 
direct smear from a centrifuged deposit and is 
then proof-positive of the diagnosis. Where faci- 
lities exist culture and guinea-pig inoculation may 
be done. Absence of tubercle bacilli, however, 
does not rule out the diagnosis. Here again, we 
seem to lag behind the West where bacterial proof 
is reported in as many as 70 per cent of cases. 

In this connection I would emphasise that the 
diagnosis of tuberculous meningitis should be 
based not on a single finding but on the whole 
picture. Even the C.S.F. biochemical alterations, 
which are considered to be almost diagnostic, may 
be fallacious. Thus, the C.S.F. chloride in some 
cases may be above 600 mg. per cent. Again 
sugar may occasionally be found normal at the 
first examination but show progressive diminution 
in later examinations. 


‘TREATMENT 


Till recently, streptomycin was the sheet- 
anchor of therapy. It had to be given daily intra- 
muscularly for at least six months and intra- 
thecally on 75 per cent of the days intramuscular 
injection was given. This meant in an average 
case 120 lumbar punctures. This procedure 
carried out mechanically day after day in seriously 
ill patients was most painful for the patient as 
well as the physician and made one feel that here 
was a condition in which one treats the disease 
rather than the patient. Repeated intrathecal in- 
jections were liable to irritate the meninges and 
to add to the misery, spinal block was a fre- 
quent complication. On the other hand; it was 
impossible to rely on intramuscular injections 
alone as this did not yield an effective concentra- 
tion in the spinal fluid. With the advent of iso- 
nicotinic acid hydrazide in tuberculo-therapy a 
new light appeared on the horizon. It was quickly 
discovered that oral INH alone yielded sufficient 
concentration in the spinal fluid and its efficacy 
was practically proved in the vastly improved re- 
sults of treatment when INH was added to the 
regime. Some were so enamoured of the drug 
that they advocated climination of intrathecal 
therapy completely and suggested that domiciliary 
treatment could now be undertaken. The pen- 
dulum seems to have swung back again from this 
extreme view and most people feel today that in 
such a dangerous disease, it is wisest to give the 
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maximally effective therapy, viz., I.M. and I.T. 
streptomycin and oral INH in every case. The 
dose of streptomycin is 20 to 50 mg./kg. body 
weight. An adult receives by I.M. route 1 g. 
daily, a child 250 to 500 mg. and an infant and 
young child 250 mg. daily in one single or 2 
divided doses. The dose of INH is 200 to 300 mg. 
in 2 or 3 divided doses in adults and 3 to 10 mg./ 
kg. body weight for a child. It may be given 
I.M. in comatose patients unable to swallow. 
Streptomycin I.M. and INH, it is now recom- 
mended, should be continued for at least six 
months and if necessary upto | year but to avoid 
toxic effects of streptomycin on the vestibular 
portion of the VIII nerve, the dose should be re- 
duced to 1 g. twice a week after the 3rd month. 
Regarding intrathecal streptomycin, the following 
precautions are recommended : 


1. The dose should not exceed 25 mg. in 
babies, 50 mg. in children and 100 mg. in 
adults. 

2. The drug should be dissolved in 10 c.c. of 
normal saline and administered at a rate of 
1 c.c. per minute. 

3. An equal volume (i.e. 10 c.c.) of C.S.F. 
should be withdrawn, if possible, first. 


Streptomycin sulphate is the drug of choice as 
it is the least toxic whereas dihydrostreptomycin 
is liable to cause deafness. Regarding the number 
of I.T. injections there is no hard and fast rule, but 
a course of 45 injections is recommended, daily in 
the first month and on alternate days for the next 
month. Intrathecal injections should be disconti- 
nued only (i) if C.S.F. sugar has been above 40 
mg./100 c.c. for 1 week, (ii) if the base line level 
of cells and protein is not rising and (iii) if the 
clinical condition of the patient is satisfactory. I 
have seen good results with only 30 intrathecal 
injections, the first 20 given daily and the next 
10 on alternate days. 

PAS may be given in addition to streptomycin 
and INH in adults with severe disease and in re- 
lapse when no side-effects are present. In children 
its use is not advocated because of interference 
with nutrition due to gastrointestinal irritation. 


Besides these, three anti-exudative agents have 
been used with the idea of preventing spinal block, 
viz., (1) streptokinase, (2) intrathecal tuberculin or 
P.P.D., (3) cortisone, ACTH and the cortico- 
steroids, prednisone and prednisolon. ‘The first 
appears to have too toxic reactions, the second has 
proved useful in the hands of some workers. 
Cortisone and derivatives when combined with the 
standard regime, are reputed to have further 
lowered the mortality rate but the cost is prohi- 
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bitive and is unlikely to make it popular in our 
country. 

Nutrition must be maintained at all costs, if 
necessary, by tube feeding. 


PROGNOSIS 


The most important single factor in prognosis 
is the state of consciousness of the patient at the 
time of admission. The mortality is assessed at 
about 80 per cent in comatose and only 10 per cent 
in early and conscious cases. This again empha- 
sises the importance of early diagnosis and prompt 
institution of treatment to ensure maximum sur- 
vival rate. 


SPECIAL ARTICLE 


THE TEACHING AND PRACTICE OF 
BACTERIOLOGY 


R. ANANTHANARAYAN, B.a., M.B.B.S. (MADRAS), 
D.B., PH.D. (LOND.) 


Professor of Bacteriology 
Medical College, Trivandrum 


The title of this article is likely to cause medi- 
cal educationists and pathologists to raise their 
brows with a certain amount of boredom and vexa- 
tion. It is the natural consequence of the various 
specialities attaining greater and greater import- 
ance quite often to a very high and discomforting 
degree, and the specialists demanding attention to 
and fighting for their specialities finding a more 
important place in medical practice and education. 
With the passage of time, one by one, the speciali- 
ties have found their niche in the syllabi. A stage 
has now been reached when there is an all-round 
agreement that the syllabus is lopsided, over- 
burdened and that it should be redrawn. How 
it should be, to what extent should be the cut 
or expansion and which subjects should bear the 
axe or receive the benevolence, there is as yet no 
clear idea. It is in this twilight, in the stage 
between a dying era and an era yet to be born 
that I put the following views for sober anid 
serious consideration by fellow members of the 
profession. 

Bacteriology is a young science. It has not yet 
completed a hundred years of its existence if we 
take Koch’s postulates as the real beginnings of 
the subject as a discipline. I do not deny that 
by delving into medical history one can find out 
earlier periods in which statements have been 
made and theories propounded as to the germ 
theory of disease. But as a science, bacteriology 
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came to stay only from the days of Louis Pasteur, 
i.e., from the 1880’s. Pasteur, the chemist, is the 
father of bacteriology. Koch, the general practi- 
tioner turned a research worker, played a very 
great part in its development. Ehrlich, the chemist, 
developed immunology. Throughout, bacteriology 
was the handmaid to medicine, a sister discipline 
and a very young sister at that, always working 
away from the public gaze. 

With the accent on cure and relief as the 
objectives of medical practice naturally medical 
men were originally concerned more with the 
effects of diseases and how to rectify, relieve or 
remedy the ill-effects than with the causative 
organism and its bionomics. With the emphasis 
being placed more on the disease than on the man 
himself and the causes, a stage was reached when 
it was widely realised that man is more important 
than the disease, that his environments, social, 
economic and mental have all to be taken into 
account for proper medical relief. Imperceptibly, 
but naturally and steadily, came the view that 
prevention is better than cure and that causes more 
than the effects have to be tackled if humanity 
is to survive healthily and happily. When this 
philosophy gained momentum, the science of pre- 
ventive and social medicine was born and as a 
normal corollary, the science of bacteriology 
attained a high importance as one of the disci- 
plines requiring extensive study, if the objective 
of positive health was to be achieved. 

Having traced the natural development of 
medical science, let us see how teaching and 
practice of bacteriology has developed. Originally 
in the Madras Medical College, the oldest medical 
college in India*, six lectures used to be delivered, 
either by the professor of surgery or medicine to 
undergraduates in the clinical years in the subject 
of bacteriology. In other places when pathology 
departments were instituted, bacteriology was a 
part of that department as it continues to be to-day 
in many medical colleges. In the south, specially 
in Madras Medical College, a separate chair for 
bacteriology was established and parasitology too 
formed part of the teaching. But for university 
examinations, bacteriology and parasitology form 
part of the single paper with pathology. The 
normal quota of questions used to be and, conti- 
nues quite often, one and a half or 25 per cent 
of the paper. One complete year is devoted to 
teaching of bacteriology and parasitology, while 
two vears were allotted to pathology. When 1 
was a student in the III year, i.e., in 1937 there 


* Medical Colleges were established at Calcutta and 
Madras in 1835. Calcutta Medical College became affi- 
liated to a University in 1857 and was followed soon after 
by Madras and Bombay.—ED., J. Indian M. A. 
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used to be at the most half a dozen hours devoted 
to immunology and no teaching of virology or 
medical mycology. During July to December, the 
lectures in bacteriology were completed and Janu- 
ary to March devoted to parasitology. The 
practical classes in bacteriology consisted of hang- 
ing drops and Gram stain, acid-fast stain, 
staining of urethral smear, pus and sometimes 
urine. Since then the science of bacteriology has 
advanced enormously. Bacteriology is no more a 
single subject. There are to-day, bacteriologists, 
virologists, immunologists and medical mycolo- 
gists, etc., and the science has become too vast a 
field for a single person to have a comprehensive 
knowledge. With the increasing demands of pre- 
ventive medicine, ecology too has assumed greater 
importance. For us in the tropics, medical myco- 
logy and parasitology have a much greater im- 
portance than for those in temperate and cold 
climates. The question which I shall now pose 
and attempt to answer is, have we in India ad- 
vanced with the science, both in its practice and 
its teaching. The answer is a definite no. 

The bacteriology service in India to-day, 
stands at the same condition at which it was in 
England during the 1930’s. There are very few 
qualified full-time bacteriologists and very few 
bacteriology laboratories. Public health labora- 
tories are few and are badly understaffed. Re- 
search, therefore, is at a low ebb. There are very 
few people taking to this speciality and even for 
those who want to, there is very little encourage- 
ment. In the medical colleges morbid anatomists 
usually head composite departments of bacterio- 
logy and pathology and hence due to no conscious 
fault of thiers bacteriology continues to be the 
younger sister but with this difference, a younger 
sister usually just tolerated. Thus a post-graduate 
degree in pathology is considered to be adequate 
qualification to be a teacher in bacteriology and 
even to practise it, in most universities in India, 
simply because bacteriology is a subsidiary subject 
for M.D. Pathology. It is relevant to point out 
that even in high schools a graduate in science is 
not permitted to be a teacher in the subject which 
was his subsidiary. For example, a physics man 
with chemistry subsidiary in B.A. is not permitted 
to be a teacher in chemistry! Consequently, bac- 
teriology as a science has suffered in India and it 
is time that we scientists forget vested interests 
and take a realistic view on par with other coun- 
tries if we are to hold a place in the world of 
bacteriology. 

The following steps suggest themselves to me. 
Chairs in bacteriology must be established in every 
medical college. Postgraduate degrees and diplo- 
mas in bacteriology must be instituted in every 
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university. A more comprehensive and up-to-date 
bacteriological diagnostic service must be made 
available in every medical college. More and 
better equipped and staffed public health labora- 
tories should be started all over the country. A 
three year degree course in microbiology consist- 
ing of bacteriology, parasitology, applied bio- 
chemistry, etc., must be started in universities. 
A more comprehensive syllabus and a more real- 
istic and supporting course in practical bacterio- 
logy must be devised for undergraduates. In the 
university examinations for undergraduates, there 
should be a separate paper comprising bacteriology 
and parasitology and a separate paper in patho- 
logy. The one and a half year course in patho- 
logy and bacteriology for undergraduates in medi- 
cine must be extended to the original two years. 
In the Trivandrum Medical College, parasito- 
logy is taught by the pathology department and I 
handle only bacteriology. I have not yet started 
giving lectures in medical mycology. But one full 
academic year is devoted to bacteriology. There 
are two lectures of an hour’s duration in bacte- 
riology in January to March and part of April, 
and July to December, while there are four lec- 
tures a week in June. I devote over 14 hours for 
immunology, and 12 to 14 hours for viruses and 
30 hours for the rest of bacteriology on the aver- 
age. I am often rushed for time. A more detailed 
exposition of immunology has become essential 
because of the accent on preventive medicine and 
a wider knowledge of viruses has become inescap- 
able due to the advances in medical sciences. 
Almost every month brings out a new cytopatho- 
genic agent of possible human importance!! 
The students have nearly thirty practical classes 
of 14—2 hours’ duration. The aim in the practi- 
cal classes is to enable the students to perforin 
most of the techniques in bacteriology so that they 
grasp the subject without much difficulty. The 
main themes are, simple, differential and special 
stains (spores, capsules and flagella). Different 
methods of cultures (stroke, streak, stab, shake, 
liquid and special) ; examination by smear and 
culture of throat swabs (from each other), urine, 
faeces (L.F. and NLF mixtures), pus, sputa 
(normal and tuberculous); urethral smears ; 
action of heat, disinfectants, etc., on organisms ; 
agglutination reaction (bacterial), haemagglutina- 
tion (viral), demonstrations of dark ground and 
phase contrast microscopy, Kahn reaction, egg 
techniques, animal inoculations and handling, 
special smears, cultures, preparation of media, 
sterilisation, etc. As the staff position improves 
and the organisation becomes more complete, I 
intend enabling the students to do simple viral 
techniques and put up demonstrations of common 
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fungi of importance and also include some skeletal 
lectures in medical mycology. Such a course 1s 
likely to create a greater interest in the subject. 
Such a syllabus is prevalent in many foreign 
universities. The aim is not to include such 
practicals in the examination. Neither is it the 
intention that students should have an encyclo- 
paedic knowledge of the various branches of bacte- 
riology. The undercurrent of emphasis is always 
on the applied aspect. 

Not only in undergraduate curricula, but also 
in postgraduate courses in preventive and social 
medicine like D.P.H., M.P.H., B.S.Sc._ the 
science of bacteriology occupies a great part. In 
these courses also, medical bacteriologists have to 
play a vital role. In the developing India, with 
the rapid expansion of the pharmaceutical in- 
dustry, bacteriologists for routine and research 
work will be in greater demand. With the advent 
of antibiotics we find or we are able to diagnose 
newer disease entities of viral origin and these 
too tax the public health laboratories and epi- 
demiologists. 

Thus, whichever way we look at the problem, 
I feel we have not yet bestowed serious thought 
on it. I was pleasantly surprised when I went 
through the proceedings of the second World Con- 
ference on Medical Education held in London, 
that there was no mention in it of the teaching 
of bacteriology! Probably it was because, the 
conference held philosophical discussion on broad 
principles, where every one agreed on broad out- 
lines and none bothered about the troublesome 
details. 


CASE NOTES 


CARCINOMA OF THE CERVIX WITH 
PREGNANCY 


A. M. SHAH, M.B.B.s., D.G.o. 


Assistant R.M.O., Sheth L. G. Hospital 
Ahmedabad 


Carcinoma of the cervix with pregnancy is a rather 
rare condition, the incidence varying between 1 in 2900 
to 1 in 4000. During the period between 1955 and 1958, 
the author came across two cases only. One was detected 
early and referred to the hospital for operative treat- 
ment. As the case was a very early one, total abdomi- 
nal hysterectomy was done, with removal of appendages 
of both sides and the greater part of the parametr:um, 
which was followed by deep x-ray therapy. 


The second case had certain interesting features and 
is described here. 


CASE REPORT 


A patient, V. J., aged 35 years, was seen in the 
Sth month of pregnancy, in the out-patient depart- 
ment, with obstetric history of 6 full term normal 
deliveries, out of which 5 were living. She com- 
plained of painless tleedinz per vagina for 10 days, 
for the first time during the present pregnancy. 
She was advised admission to the hospital, suspect- 
ing placenta praevia, but the patient did not agree 
to this. However with rest in bed and medical 
treatment at home, the patient’s bleeding stopped. 
She again attended hospital with a bout of vaginal 
bleeding in the 8th month of pregnancy. This 
time she got herself admitted in the hospital. 


On examination the patient’s condition appear- 
ed to be fairly good, the foetal head was found 
floating and foetal heart sounds were present. No 
vaginal examination was done. The pulse rate was 
120 per minute and B.P. 108/70 mm. of Hg. Her 
haemoglobin was 42 per cent and R.B.C. 2°8 mil- 
lion/¢.mm. 

Operation—A vaginal examination was done 
just before the abdominal operation and the case 
was diagnosed to be one of ‘central placenta 
praevia’. A classical caesarean section, was done 
by modified Pomeroy’s technique. The baby was 
alive but premature. It expired after a few hours. 
The mother was shifted to the wards in a good con- 
dition. In the absence of facility for blood trans- 
fusion only one pint of intradex (plasma expander) 
and 3 pints of 5 per cent glucose with normal 
saline, were given by intravenous drip method, 
during and after the operation. 

There was no complication till the patient was 
discharged on the 12th day after the operation 
except her complaint of a blood-stained vaginal 
discharge which was considered to be persistent 
flow of brown lochia. 


Follow-up—She came to the hospital two 
months after the operation with a history of occa- 
sional vaginal bleeding. While a vaginal examina- 
tion was being conducted I encountered profuse 
bleeding from the vagina. This was on gentle in- 
troduction of two fingers only. Further examina- 
tion revealed a big cauliflower-like growth on the 
cervix. The bleeding was stopped by packing the 
vagina tightly. 2 pints of 5 per cent glucose with 
normal saline, 10 c.c. of 10 per cent calcium glu- 
conate and 500 mg. of vitamin C were given by 
the intravenous drip method. Vaginal pack was 
removed the next morning. No further bleeding 
followed. he patient was then discharged with 
advice for radio-therapy. 


The patient died four months later. 
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DIsCuSSION 

The main reason for reporting this case in such de- 
tail, is to stress upon the importance of ‘speculum exa- 
mination’ in each and every case of such bleeding per 
vaginum. In this case the cervical lesion could probably 
have been detected much earlier if a thorough speculum 
examination was undertaken, when the patient came 
up for the first time, with this symptom. 
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KARTAGENER’S SYNDROME 


P. S. MATHUR, D.c.H. 
Hamidia Hospital, Bhopal 


The association of situs inversus, sinusitis, and bron- 
chiectasis is now generally referred to as Kartagener’s 
syndrome or triad. This rare triad was originally des- 
cribed by Kartagener in 1933. However, it was Siewart 
(1904), quoted by Adams and Churchill (1937), who first 
published a report of a case with this pathological con- 
stellation. 


CASE REPORT 


Nazni, a girl aged 9 years, was admitted to the 
paediatric section of this hospital on 12-3-58 with a 
history of cough with expectoration, occasional 
fever and dyspnoea for the last 6 years. 

On examination crepitations and rhonchi were 
heard on both the bases. The apex beat was felt 
on the right side of the chest in the 5th inter- 
costal space. Heart sounds were normal. The 
liver dullness was appreciated on the left side. 

X-ray of the chest revealed the position of the 
heart to be on the right side of the chest. There 
were increased bronchial markings on the left side 
especially towards the base and midzone. X-ray 
of the sinuses showed haziness of the maxillary 
and frontal sinuses. X-ray taken after a barium 
swallow confirmed the presence of the stomach on 
the right side. A bronchogram could not be done 
as the patient did not co-operate. 

Laboratory investigations—E.S.R., blood 
count, stool and urine were all normal. Sputum 
was negative for acid-fast bacilli. 

SUMMARY 


A case with Kartagener’s syndrome is reported. 


REFERENCES 
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TIETZE’S SYNDROME 


SUSHIL. CHAKRAVARTY, (cat.), 
M.S. (MED.) PENN, F.C.C.P. 


Vallabhbhai Patel Chest Institute 
Unwersity of Delhi, Delhi 


Tietze first published in 1921, a series of four cases 
of painful swelling in the region of the upper costal 
cartilages. This has since been known as Tietze’s syn- 
drome. Tietze’s syndrome can be defined as painful 
non-suppurative, non-neoplastic and non-specific swell- 
ing of the costochondral or sternoclavicular junction of 
unknown aetiology. Tictze’s syndrome is also known 
as Tietze’s disease and costal chondritis and Tietze 
himself described it as dystrophy of costal cartilage. 
There are only 189 cases reported up to February 1958 
and only one case reported in Indian literature (Wrench, 
1943). It would seem therefore that Tietze’s syndrome 
is a rare entity and as such the syndrome may be un- 
recognised. 

Considering the paucity of report in Indian literature 
a case of Tietze’s syndrome is worthwhile reporting. 


Case REPORT 


A thirty-five year old Hindu female was first 
seen in Calcutta on 15-9-56. She was keeping 
normal health until 13-9-56, when she complained 
of pain on the left side of the sternum over the left 
second costal certilage. The pain was intermittent 
in character and was aggravated with deep breath- 
ing and cough. Sometimes movements enhanced 
the pain. On 14-9-56 a swelling appeared. 

On examination there was a fusiform swelling 
measuring about 1”x2". There was localised 
tenderness. The skin over the swelling was freely 
movable. 


Systemic examinations were non-contributory. 

Family history showed that father died of pul- 
monary tuberculosis when the patient was five 
years old. 


Roentgenogram of the chest and costal cartil- 
ages were negative. 


Haemograms, erythrocyte sedimentation rate 
and urinalysis were normal. 


The case was diagnosed as one of ‘Tietze’s 
syndrome. 


Treatment—The patient was advised to take 
rest and apply heat locally. Analgesics for pain 
were also advised. 

The pain subsided within four days. After two 
weeks, tenderness and swelling diminished but 
still there was some tenderness and _ swelling. 
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Vitamin B-complex was given intramuscularly 
thrice weekly for two weeks. Tenderness dis- 
appeared in another two weeks. The swelling 
subsided completely in about five weeks’ time. It 
has not recurred. 


DISCUSSION 


Tietze’s syndrome does not come under the category 
of infectious, neoplastic, metabolic, degenerative or trau- 
matic disease. It is mainly of clinical interest because 
of its significance in the differential diagnosis of chest 
pain. The pain of Tietze’s syndrome may siniulate 
pleurisy, angina pectoris, intercostal neuritis and other 
syndromes. 

The case of Tietze’s syndrome, which is reported here 
had a sudden onset and the swelling persisted for about 
five weeks though pain and tenderness subsided with 
analgesics. The patient was given vitamin B-complex 
parenterally. After this therapy the swelling subsided 
and completely disappeared in five weeks’ time. Evans 
and Eames (1942) pointed out that the syndrome was a 
local manifestation of vitamins B and C deficiencies. 
But it cannot be definitely said that vitamin B-complex 
worked specifically in this case. It might, however, be 
given a fair trial. 
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DISTOCIA DUE TO PREGNANCY IN A 
BICORNUATE UTERUS 


(Miss) RAMA VAISH, (LUCK.), M.R.C.0.G. 
(ENG.) 


Lecturer, G. 8S. V. M. Medical College and 
Surgeon, Dufferin Hospital 


Kanpur 
INTRODUCTION 


The term ‘bicornuate uterus’ is often loosely applied 
to all variants in duplication of the uterus; strictly 
speaking it should include only uterus arcnatus and 
uterus bicornis unicollis (Munro Kerr and Chassar Moir, 
1949). It is a serious congenital deformity of the uteris 
and although cases are on record in which it caused no 
disturbance of pregnancy or parturition, there have been 
several cases in which the labour was obstructed. One 
very rare cause of distocia in bicornuate uterus is axial 
rotation of the gravid uterus. In the literature cnly 
one such case was reported in which, at term, one 
fundus was in the normal position while the other fundus 
containing the head of the child was situated in the 


pelvis in a retroverted position. Delivery was perform 
ed by caesarean section. The same complication occur- 
red in our case in which the cause of distocia was con 
sidered to be cervical atresia and the true nature of 
obstruction was realised only on laparotomy. 


REPORT 


G. D., Hindu, F., aged 22 years, was ad- 
mitted in Alice Horseman Memorial and Dufferin 
Hospital on 3-2-58 complaining of labour pains 
of 3 hours’ duration. She had amenorrhoea for 9 
months. Her obstetric history was that her first 
child was born as breech but had died on the next 
day ; second pregnancy was terminated by caesa- 
rean section and resulted in a stillborn baby. 

On examination the fundal height was as at 
term, but the outline of the uterus was reniform, 
its concave margin being on the right side of the 
mother’s abdomen. The child was presenting as 
vertex which was engaging. The position was 
L.O.A. and foetal heart sounds were normal. The 
cervix or the os uteri could not be identified by a 
vaginal examination and the vaginal dome was 
found to be smooth. The head was situated in mid- 
cavity and there was no cephalopelvic dispropor- 
tion. 

A diagnosis of cervical atresia was made and 
delivery by caesarean section decided upon. 

Operation—The abdomen was opened and an 
incision made at the level which was considered 
to be the lower uterine segment, though there was 
difficulty in making a bladder flap. After the baby 
and placenta were removed, true anatomy of the 
uterus was discovered. The cervix had become 
pushed high up to the left and, therefore, was out 
of reach of the fingers when examined vaginally. 
The uterus was bicornuate ; the baby was lying 
transversely in relation to the uterus which had 
undergone axial rotation in such a way that the 
right cornu containing the head was lodged in the 
pelvic cavity and the left cornu containing the 
breech was below the xiphisternum. The uterine 
incision was found to be sited between the two 
cornu and had extended on the right side beyond 
the constriction notch on the upper border of the 
uterus during the extraction of the baby. The 
incision was stitched in two layers and the patient 
was sterilised. 

The progress of the mother and that of the 
child was uneventful. 
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WORLD HEALTH DAY 


The World Health Day which comes round on 
the 7th of this month, as is well known by now, 
is meant to be an occasion on which national and 
local health authorities, together with other bodies 
concerned in health, education and welfare, should 
join hands around the globe in order to stimulate 
the interest of the people everywhere in health 
needs and to promote their active co-operation in 
measures undertaken for the improvement of 
public health. The observance of the Day is built 
around a theme which on the present occasion is 
Mental Illness and Mental Health in the World of 
Today. 

This is for the first time in eleven years since 
the Day was sponsored that attention has been 
focussed on mental health and mental illness. 
Many of the present-day illnesses that are not con- 
sidered mental are directly attributable to mental 
causes. That the body and the mind have a close 
relationship between themselves and that they act 
and react on one another is now well known. 
Though not unknown previously the idea had been 
passed by until comparatively recently. People 
were considered either sane or insane and society 
had to be ‘protected’ from the latter by keeping 
them in detention in lunatic asylums, from which 

returned. 

Happily, that is changing and we realise that 
it is almost impossible to draw a boundary between 
the sane and the insane. It is now clearly recog- 
nised that mental disease is like other diseases and 
in a considerable number of cases curable or at 
least rehabilitable. The man in the street has how- 
ever still his horror of the mentally sick as he has 
for the victim of leprosy. The horror in either 
case is illogical and stems from wrong ideas. The 
public evidently needs to be educated on this 
point. We hope the World Mental Health Year 
in 1960 sponsored by the World Federation of 
Mental Health and its member-societies will help 
dispel much nonsense about mental illness. 


Mental illness is not an isolated or unrelated 
entity but is part of and a direct consequence of 
the process of living. Stresses are inevitable in 
the simplest mode of living and in the modern 
way of life stresses have increased and will go on 
mounting as we develop more and more rapidly. 
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It has been rightly pointed out that had bodily 
diseases reached the proportions of the many exist- 
ing social ills, an epidemic state would be declared 
and strong measures taken to combat them. 

Conditions in India are supposed to be better 
than what prevail in the more developed coun- 
tries, where the insanity and neurosis rates are as 
high as 1 and 10 per cent respectively, even though 
the statistical data to base Indian figures on are 
somewhat conjectural. 

Govindaswamy' gives the following picture : 

*‘About 2 per thousand of our population is 
likely to be afflicted with a mental disorder which 
sooner or later requires hospitalisation. We have 
also to take into account the mental defectives who 
average at least 8 to 10 per thousand of our popu- 
lation. Further we must include in this category 
various types of physical illnesses like high blood 
pressure, skin disorders of various types, cardio- 
vascular conditions and others in which chronic 
emotional stresses do contribute a major share. 
Added to this formidable list we have problem of 
social pathology. In our country, about 1,750,000 
crimes are committed every year ; between 15,000 
and 17,000 people commit suicide in a year ; and, 
at the lowest estimate, about 15 to 20 per cent of 
our teenagers are juvenile delinquents.’”’ 

The picture is sufficiently disquieting and con- 
ditions are likely to worsen with the increase in the 
tempo of development to which we are com- 
mitted. 

Though the nature of mental illnesses conti- 
nues to be unclear and their treatment remains 
largely empirical, much can now be done both in 
the preventive and the curative fields. It is per- 
haps best that treatment of mental diseases be 
integrated into general medicine. 

The present conditions are very unsatisfactory. 
A WHO Consultant in an Asian country has re- 
ported of a mental hospital which he does not 
locate, the genre of which is familiar. “It was 
built,’’ says he, ‘‘80 years ago and originally be- 
longed to a jail.’’ It is grossly overcrowded and has 
400 female and 1,125 male patients. ‘‘There are 
7 doctors on the staff who have no psychiatric 
training. No one in the whole hospital has any 
idea of modern socio-therapeutic mental hospital 
treatment nor of psychiatric nursing.’’ It will thus 
be futile to have hospitals without first training the 
requisite medical and ancillary personnel. The 
sad fact remains that hospital beds, outpatient 
facilities, psychiatrists, psychologists and mental 
health nurses are far too short of our requirements. 
Mental 
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PRESIDENT’S VISIT TO ASSAM AND CALCUTTA 


Dr. C. O. Karunakaran, President of the Indian Medical 
Association, visited Shillong in January 1959 in connection 
with the meeting of the Central Council of Health. During 
his stay he had discussions with the Chief Minister of the 
State on local health problems. He visited various places 
in Assam, met I. M. A. members there, exhorted them to 
enlist more members to strengthen the Association and 
appealed for contributions to the I. M: A. Building Fund. A 
few photographs taken during his tour in Assam are 
reproduced. 


After his eventful tour in Assam, Dr. Karunakaran flew 
to Calcutla where a busy 4-day programme awaited him. 
Apart from official and social activities he held a press con- 
ference on 24-1-59 and in a handout explained in short the 
policy to be followed by him during his tenure of office. 


PRESIDENT’S VISIT TO ASSAM 


Dr. C. ©. Karunakaran, President of the 
Indian Medical Association, who came to Assam 
to attend the meeting of the Central Council of 
Health at Shillong, utilised his visit also to meet 
as many members of the Association as he could, 


during his stay for a period of one week, in this 


to work in a spirit of understanding and coopera- 
tion for the furtherance of the health of the 
Nation by implementing various Health schemes 
undertaken by Governments during the plan 
periods. 

On 17-1-59 he met the members of the execu- 
tive committee of the Shillong Branch and had a 


State. discussion about membership campaign and collec- 
tion of funds for the Central Office buildings. 


He spoke at the reception by the Shillong 


Branch on 15th January, 1959 in honour of the 
members of the Central Council of Health in with Dr. S. P. 
which he emphasised the necessity for the State about 45 minutes, in which the resolutions passed 
at the last conference of the Assam State Branch 


On 18-1-59 he met the Chief Minister together 
Nath and had a cordial talk for 


Governments and the Indian Medical Association 
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| | 
4 
| 
290 
. 


PRESIDENT’S VISIT TO ASSAM AND CALCUTTA 


291 


were discussed. The possibility of utilisation of 
the services of the independent medical practi- 
tioners for school health service, antituberculosis 
starting 


and antileprosy campaigns and in 


itinerary dispensaries in out-of-the-way centres 


were also discussed. The same day, in the even- 
ing, he met the members of the Gauhati Branch 
at a tea party and later was the guest of honour 


at a dinner party arranged by the Branch. 


On 19-1-59 he visited Nowgong and met the 
members of the Nowgong Branch at a luncheon 


arranged in his honour. 


On 20-1-59 he met the members of the Jorhat 
Branch at a lunch given in his honour. Then he 
proceeded to Sibsagar and met the members of the 
local branch at a tea party. The same day he 
proceeded to Dibrugarh and met the members of 
the local branch at a dinner party in the Assam 
Medical College and addressed the gathering. 


On 21-1-59 he met the doctors of the Digboi 
Oil Refinery at a tea party organised by the local 
doctors and the C.M.O., Dr. T. A. B. Edwards. 
Though there is no branch at Digboi at present 
the C.M.O., Dr. T. A. B. Edwards, signified his 
keen interest Association and expressed 
hope of starting a local branch there. In the same 
meeting the C.M.O. was elected President of the 


in the 


local Branch to give a start to the New Branch of 


the Association 


The same day he met the members of the 


Tinsukia Branch at a tea party. 


At all these meetings the necessity of enlisting 
as members of the Association, every qualified 
doctor in the area and also the urgency of contri- 
butions to the Building Fund were emphasised. 

On 22-1-1959, in the morning, he addressed 
staff of the Medical 
College and specially advised the students to join 
I.M.A. for Cal- 
cutta by plane the same afternoon. 


the students and Assam 


after their graduation. He left 


It was gratifying to note that the response at 
all these meetings was very encouraging, and it is 
hoped that liberal contributions will be forth- 
coming from all the Branches for the Building 


Fund in the course of two to three months. 


Arrangements were also made for the opening 
of two new branches, one at Bokakhat and the 
other at Digboi. 


The President was accompanied in his tour by 
the State Secretary, Dr. B. N. Chaudhury, Dr. S. 
P. Nath and Dr. P. C. Duarah. Drs. Baruah and 
Goswamy of the Dibrugarh Branch accompanied 


_the party on the last two days of the tour. 


— 
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PRESIDENT'S ITINERARY DURING HIS VISIT 
TO CALCUTTA 


Thursday, 22nd January, 1959 

5-10 p.m. .. Lands at Dum Dum Air Port. 

5-20 p.m. .. Drives to I.M.A. Office at 67, 
Dharmatala Street, Calcutta 13. 

6-00 p.m. .. Visits I.M.A. Office—Tea party 
arranged by Bengal Provincial 
Branch, I.M.A. 

7-00 P.M. .. Puts up at 12/1, Lake Colony, 
Calcutta 33, as the guest of Dr. 
Debesh Mukherjee. 


Friday, 23rd January, 1959 

Morning .. Visits Dental College, Calcutta. 

9-00 A.M. .. Hoists Flag in the Netaji Birth- 
day Celebration at Calcutta 
National Medical College, 
Calcutta. 

11-00 A.M. .. Witnesses Festival Cricket Match 
between the I.M.A. and the Cal- 
cutta National Medical College at 
the latter’s ground. 

5-30 p.m. .. Meets Dr. B. C. Roy, Chief 
Minister, West Bengal, at the 
Secretariat. 

8-00 p.m. .. Attends Dinner Party at Calcutta 
Dental College. 


Saturday, 24th January, 1959 

Morning .. Visits Dental College, Calcutta. 

11-30 a.m. ,, Addresses Staff and Students at 
Nilratan Sarcar Medical College. 

1-00 p.m. .. Lunch at Nilratan Sircar Medi- 
cal College. 

3-0) p.m. .. Attends Press Conference at 
I.M.A. Office. 

6-45 p.m. .. Attends Journal Committee meet- 
ing at 23, Samavaya Mansions, 
Corporation Place, Calcutta 13. 

8-00 p.m. .. Attends Dinner Party at I.M.A. 
Office. 


Sunday, 25th January, 1959 


3-30 p.m. .. Attends Conference of Presidents 
and Secretaries of the local 
branches of the I.M.A. in Bengal 
at the I.M.A. Office. 


10-30 p.m. .. Leaves Dum Dum Air Port by 
night plane for Trivandrum. 


Hanpout By Dr. C. O. KARUNAKARAN, PRESI- 
DENT, I.M.A., AT THE PRESS CONFERENCE ON 
24-1-59, at 3 P.M. AT THE I.M.A. HAtt, 
67, DHARMATALA STREET, CALCUTTA 


The Indian Medical Association’s aim is to 
play the legitimate role of national medical asso- 
ciations as in all civilized countries in the promo- 
tion of national health. The Association feels 
that, if the results of various health schemes 
adumbrated in successive five year plans are to be 
commensurate with investments on them, the 
entire medical profession shall play its full part in 
the implementation of the schemes, i.e., school 
health, rural health, family planning, health edu- 
cation, anti-tuberculous, anti-malarial schemes, etc. 

I have had discussions with the Chief Ministers 
of Assam and West Bengal on this and both 
appeared to be keen in mobilising the entire medi- 
cal profession for the furtherance of health pro- 
grammes. The Medical Associations of both 
States have been asked to draw up proposals for 
the active participation of independent medical 
practitioners in national health schemes. 


It appears unattainable, in the near future, for 
outlying and remote areas of States to have a well 
integrated health scheme. The immediate remedy 
is to utilise the services of independent medical 
practitioners and give them some kind of a subsidy 
for their services. While such a scheme will ease 
the financial burden of the Government, it will 
give an opportunity and encouragement to inde- 
pendent medical practitioners to make their ser- 
vices available to their community. 

The School Health Scheme does not brook 
delay. The Health of successive generations is 
going down and that has fundamental bearing on 
national prosperity. The problem is of staggering 
magnitude. In West Bengal itself, I understand, 
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there are over 30 lakhs of school children. No 
school health scheme will be practicable unless the 


entire medical profession is utilised for it. The 
Calcutta Branch of the Asseciation has studied the 
problem carefully and drawn up a good scheme. 
It is hoped that this will be considered by the 
authorities and necessary action taken at an early 
date. West Bengal has a larger number of doctors 
in proportion to the population than other States. 
Therefore this State offers better prospects of im- 
plementing a good school health programme 
which can well become a model to the rest of 
Bharat. 


Family Planning in particular needs the full 
support and co-operation of all medical practi- 
tioners. The declaration by Prof.. Julian Huxley, 
that we have not vet enough food to feed half of 
the population and not enough resources to 
educate a third of the population, is of special 
significance to India. As one who has for many 
years advocated family planning, I feel strongly 
that it is extremely dangerous for India to allow 
birth rate to go on at 7°5 million annually and the 
entire medical profession should be mobilised for 
checking this alarming growth. The Medical 
practitioners in general, are willing to help in this 
matter. But their out-of-pocket expenses should 


be covered by appropriate subsidy. 


Incidentally, I may state, that the impression 
which appears to have been created in certain 
quarters that I advocated legalisation of abortion 
in my Presidential Address at Cuttack is not 
correct. I have for some time advocated a graded 
taxation on child birth, from the fourth confine- 
ment. I feel confident that this tax will not fall 
unduly on the poor villagers. From my experi- 
ence, as a member of the Family Planning Board, 
of Kerala, I can say that the poor labourers do not 
want large families. They have no convenience to 
use the usual contraceptives and neither can they 
be depended upon to use the contraceptives 
efficiently. Sterilisation operation is the only 
dependable method in their case. I feel that the 
vast majority of lower income group women will 
be glad to undergo sterilisation at the time of their 
third child birth (in case two children are living 
and healthy) if free operation is available to them. 


PRESIDENT'S VISIT TO ASSAM AND CALCUTTA 293 


Taxation will make it obligatory on the part of 
midwives, and birth and death registrars to inform 
expectant mothers about the necessity of opera- 
tion and the facilities available for it. A taxation 
of this kind will prevent interested persons from 
misleading the poor people on religious or senti- 
mental grounds. The rich who resent legislation 
should not object to taxation, because they will 
be only sharing the extra burden which un- 
restricted production will place on the Govern- 


ment. 


The Gauhati Branch of the Indian Medical 
Association has been paid Rs. 10,0.0,- by the 
Central Health Ministry for Tuberculosis Survey. 
I have no doubt that the Association will show 
how the money is spent usefully and economi- 
cally. The collaboration of the Association and 
State Governments in health measures is a duty 
both of the National Medical Association and the 


National Government. 


It is refreshing to find that in West Bengal the 
per capita expenditure on Health Services which 
was below Re. 1/- in 1948 is now about Rs. 3/-. 
But the fact remains that vast numbers in rural 
as well as urban areas have yet to benefit by this 
increased expenditure. 

It is my duty to point out here that no effective 
relief measures can be formulated or implemented 
unless all the interests, the Government, the people 
and the profession join hands and make their full 
contribution. It is the duty as well as the rights 
of the organised medical profession to see that the 
existing defects are rectified as early as possible. 
The State Branch of the Association is fully con- 


scious of this. 


I am glad to state that on the basis of the dis- 
cussion I had with the Chief Minister of West 
Bengal (where some of the representatives of the 
State were also present) that the State Branch of 
the Association (West Bengal) will soon prepare 
a comprehensive rural health scheme calling for 
the conjoint efforts of the Government and the 
private practitioners. I must give my compliments 
to the Chief Minister of West Bengal in inviting 
such a Scheme from the I.M.A. and also his 
courtesy inviting me and my friends at a very 


short notice. 


the 


CURRENT MEDICAL LITERATURE 
Serum Proteins in Pulmonary Tuberculosis 


Gartonpr, B. B., SHinpe, A. G. anv Rao, G. S. 
(Indian J. Tuberc., 6: 12, 1958) from Grant Medical 
College & J. J. Group of Hospitals, Bombay, give in 
the following lines the summary of their observations 
on the paper electrophoretic study of serum proteins in 
pulmonary tuberculosis : 

55 cases of active pulmonary tuberculosis were studied 
clinically and their serum protein pattern was studied 
by electrophoresis. 

All patients showed a marked fall in total proteins. 

There was a fall in albumin content even in very 
early cases but a rise in alpha 2 and gamma globulin; 
beta globulin showed a slight rise. 

Clinical status was better correlated with albumin 
alpha 2 ratio than E.S.R. 

In all the cases albumin/alpha 2 ratio was below 
three, although there was no marked proteinuria. 

It is suggested that albumin/alpha 2 ratio is a better 
criterion of the severity of tuberculous process. 


Histopathological Lesions in Experimental Tuberculosis 


GoyvaL, R. K. anp Gupta, D. P. (Indian J. Tuberc., 
6: 20, 1958) from the Department of Pathology, S.M.S. 
Medical College, Jaipur, from an analysis of their study 
write : 

A virulent strain (Pershad) of tubercle bacilli isolated 
from a case of osseous tuberculosis was used in most 
of these experiments. Another strain (157) isolated from 
the kidney of a case of pulmonary tuberculosis on post- 
mortem examination was used occasionally for compa- 
rative purposes. The Pershad strain was injected most- 
ly by the intramuscular route in doses varying from 
5 bacilli to 100,000 bacilli, the guinea-pigs were sacri- 
ficed at intervals varying from 7 days to 3 months. 
The No. 157 strain was injected in doses of at least 
one million bacilli per c.c. In all 238 guinea-pigs ob- 
tained from different parts of India, were autopsied 
after injection, a  histopathological examination was 
carried out in 128 cases, the rest were examined only 
by the naked eye. The results are summarised thus : 


There was a marked variation in the type of the 
lesions observed. They could be categorised thus : 

1. Lesions resembling those of sarcoidosis, i.e., reti- 
culo-endothelial hyperplasia, presence of giant cells, 
absence of the lymphocytic zone and of caseation. 
2. Reticulo-endothelial hyperplasia only. 3. Reticulo- 
endothelial hyperplasia plus necrosis. 4. Reticulo-endo- 
thelial hyperplasia plus necrosis or caseation. 5. Reti- 
culo-endothelial hyperplasia plus lymphocytic zone. 
6. Prolonged persistence of polymorphs in the lesions. 

There appear to be two factors involved in the pro- 
duction of different types of lesions, one is the viru- 
lence and the dose of the strain injected and the other 
is the variation in the resistance of the guinea-pigs 
injected. Caseation was found to be more or less absent 
in tubercular lesions in guinea-pigs obtained from 
Lucknow, whereas it was occasionally encountered in 


guinea-pigs obtained from Kasauli or Bombay. It also 
appears that different organs may react differently to 
the same infecting dose of the bacillus. The sarcoid- 
like lesions were encountered specially in the liver and 
sometimes in the spleen, 

The polymorphe tend to persist for a fairly long 
time in tubercular lesions, if the virulence of the organ- 
isms is high or the resistance of the animals is low. 

Necrosis in the tubercular lesions is much more 
commonly encountered than caseation. 

The lesions in different organs differ to some extent. 
Reticulo-endothelial hyperplasia was much more com- 
monly encountered than any other type of lesion. The 
sarcoid-like lesions were encountered specially in the 
liver and sometimes in the spieen. 


Self-medication in Tuberculosis 


Some patients take medicines regularly but others 
do not. The medicine cupboard full of half-used bottles 
and boxes is almost a music-hall jest ; it has seldom 
been a subject for serious medical study. But in some 
diseases self-medication is important. Oral drugs had 
been used in treating tuberculosis for several years be- 
fore any serious thought was given to whether the 
patients were, in fact, taking their medicine when left 
to themselves. It was, it seems, unthinkingly assumed 
that prescribing p-aminosalicylic acid (PAS) and isonia- 
zid was the same as treating patients with these drugs. 
Fox (Tubercle, London, 39: 269, 1958) points out that 
there are good reasons to question the dependability of 
patients with other diseases—for example, diabetes, 
acute pharyngitis, rheumatic fever, and leprosy. Simpson 
(Tubercle, London, 37: 333, 1956) in Edinburgh first 
drew attention to the high proportion of tuberculous 
patients treated out of hospital who (as was shown by 
urine tests for PAS) had not taken their prescribed 
dose; in his series 24 per cent had negative tests. 
Dixon et al (Lancet 2: 871, 1957) in London recorded 
50 per cent negative ; and Wynn-Williams and Arris 
(Tubercle, London, 39: 139, 1958) at Bedford 49 per cent. 
Similar studies have now been made in Madras during 
the extensive investigations on the chemotherapy of 
tuberculosis conducted by the Indian Council of Medical 
Research, the Madras Government, the World Health 
Organisation, and the British Medical Research Council 
(Fox—Tubercle, London, 39: 269, 1958). 

Patients are being treated in their homes with cachets 
containing PAS and isoniazid, attending a clinic weekly 
for fresh supplies. They are also regularly visited in 
their homes, and close attention is paid to explaining 
in simple terms the need for long-continued and regular 
taking of cachets. Urine specimens are collected during 
frequent but unexpected visits, and these are tested 
for the presence of PAS. Of 58 patients observed for 
twelve months, 20 per cent during the first six months 
of treatment, and 14 per cent during the second six 
months, gave at least one negative result each month. 
These proportions cannot, of course, be directly com- 
pared with those in other series with different methods 
and frequencies of testing; but they appear not to be 
grossly different. Certainly, with this intensive, indi- 
vidual home treatment of patients in Madras—far more 
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thorongh than is generally adopted in this country— 
self-medication seems as regular as among better edu- 
cated patients of Edinburgh, London, and Bedford. 

Dixon et al (loc cit) and Wynn-Williams and Arris 
(loc. cit.) found that young women were the least re- 
gular takers of the drugs. In hospital, similar studies 
have shown little irregularity in either sex. The trouble 
begins when the onus of regular medication falls entirely 
on the patient in his own home and during his normal 
daily routine. Previous ‘‘education” in hospital seems 
to have no effect, amd those who have begun treatment 
in hospital are found to be as irregular as those who 
have not. It has sometimes been uncritically assumed 
that patients do not take their drugs because of the 
taste of PAS or the unpleasant gastrointestinal symptoms 
that it can produce. Certainly, those who suffer from 
these side-effects take the drug less regularly than those 
who do not. But the proportion of negative urine tests 
may still be high even when the patients admit to no 
ill effects; and it is improbable that failure to take the 
medicine regularly is greatly influenced by the minor 
unpleasantness of the PAS in it. Now that a satisfactory 
simple test for isoniazid in the urine has been devised, 
it will be possible to carry out similar studies among 
patients in areas where this drug is regularly alone. 

Fox investigated the reasons for irregularity by close 
but sympathetic questioning of the patients. Only a 
very few had minor side-effects; some attributed un- 
associated minor complaints to the medicine and gave 
this as their reason for stopping; others did not take 
the cachets on religious fast days, or because they re- 
garded certain days as inauspicious for medicine-taking. 
In some patients the improvement of appetite from the 
treatment brought pangs of hunger that they were un- 
able to satisfy—a tragic indication of the inability of 
the economic structure to keep pace with medical 
advance. A large proportion gave no explanation; they 
forgot or were indifferent. Similar questioning in other 
societies would certainly bring out different reasons; 
but forgetfulness and indifference are without doubt the 
commonest and most important factors in all societies. 
As Fox says: “‘In essence, in order to make a patient 
take medicine regularly morning and night for a year 
it is necessary to establish a new pattern of behaviour.”’ 
The next stage should clearly be to study how such 
a pattern can be most effectively and simply estab 
lished in a particular environment. Are large pills 
better than small, pink than white, tasteless than 
sweet? Is once a day better remembered than twice? 
On the evidence there seems to be no justification for 
giving PAS and isoniazid more than twice a day, and 
if cachets have to be taken to work for the midday dose 
they will probably be often forgotten. Is it easier to 
get into the habit of taking medicine in the morning 
or in the evening? How best can the habit be taught 
and maintained ? 

It might reasonably be asked whether entirely re- 
gular medication in tuberculosis is necessary, provided 
the medicine is given in such a form that one drug 
cannot be taken without the other. Despite the appa- 
rently alarming incidence of missed doses many patients 
recover and remain well. In one study of treatment 
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out of hospital, 6 of 7 patients who relapsed admitted 
to irregular medicine-taking; but it was not stated what 
proportion of those who did not relapse also admitted 
to th's. Further investigations of the minimum (re- 
quency of self-administration of the anti-tuberculosis 
drugs that will be effective in different types of disease 
should be attempted. But such studies would not be 
easy and their results might not be convincing. Mean- 
while it seems that the present dosage schemes must 
remain, with the exhortations of physicians and health 
visitors to swallow the medicine night and morning. 
In tuberculosis rest is giving way to self-medication; 
treatment thus depends largely on the patients, but 
physicians cannot yet be satisfied that they know enough 
to make reasonably sure that their patients help them- 
selves (Leading Article, Lancet, 2: 946, 1958). 


Short Oblique Fracture of the Tibia 

Boytston, B. F. anp KNIGHT, R. M. (J.4.M.A., 167: 
1477, 1958) from the Orthopaedic Section, Department of 
Surgery, Baylor University College of Medicine, Texas 
Medical Centre, give as under the summery of their 
observations on short oblique fracture of the tibia : 

A series of 29 short, oblique tibial fractures, compris- 
ing 5 per cent of a total of 598 tibial fractures, were 
treated by many different surgeons and methods over a 
period of seven years. Ten per cent of the fractures 
were compound. There were three wound infections 
(10 per cent). One case did not involve bone. Of the 
remaining two involving bone, one resulted in amputa- 
tion and one in nonunion at 16 months without drainage. 
Partial weight bearing was begun earliest in those cases 
treated by intramedullary rod. Full weight bearing was 
begun earliest in the one case treated by plate and 
transfixing screw. Rotation tended to be the main 
deformity preoperatively in patients with high fibula 
fractures, with low fibula fractures shortening and dis- 
placement were most prominent. 

Tibia healing required just as long with high fibula 
fractures as with low fibula injuries. No delay in heal- 
ing was caused by the intact fibula. A varus deformity 
at the fracture site was the most common malunion, 
occurring in five cases. Also, one patient had 10 degree 
recurvation at the fracture site. All malunions were 
asymptomatic at the time of follow-up. There were no 
primary bone grafts. Two bone grafts were performed 
for delayed union (both were found united at surgery). 
Skin necrosis occurred in five cases ; one required a 
skin graft for closure. 

\ short oblique fracture of the middle and lower one- 
third of the shaft of the tibia is relatively stable in the 
presence of an intact or high fibula fracture (78 per cent) 
The deformity is rotation. Fifty per cent of the distal 
tibial fragments have a vertical line of fracture which 
may not be obvious in the original x-ray. The estab- 
lished nonunions (two) occurred incident to deep post- 
operative wound infections. Shortening and rotation did 
not result in clinical deformity. 

From the standpoint of healing by x-ray and time of 
unsupported weight bearing, no one method in out 
experience in the treatment of the short oblique tibial 
fracture with an associated high fibula fracture offers 
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any advantage over another. Barring surgical infection, 
regardless of method, healing is anticipated in accept- 
able clinical alignment and position. Short oblique 
fractures of the tibia with concomitant fracture of the 
fibula at the same level are extremely unstable and can 
probably best be managed by some type of internal 


fixation. 


Assessment of Fracture Union 

Union of fractures is usually assessed by clinical and 
radiographic criteria. Free movement between the 
fragments is convincing evidence that union has not yet 
occurred ; but local tenderness, and pain on straining 
the fracture, are of much less significance. In certain 
regions, particularly where union is slow and uncertain, 
it is customary to await radiographic confirmation; but 
often this delays weightbearing and the return to full 
activity. 

There is clearly need for a method which determines 
when the process of union has reached an irreversible 
stage. Perhaps the work of Siegal et al (Surg. Gynec. 
& Obst., 107: 327, 1958) will provide a basis. Measure- 
ment of the velocity of sound has long been used to 
test the quality of materials, but its application to frac- 
ture union is new. The method consists in sending a 
brief sonic pulse through a leg by means of a transmit- 
ting transducer. In the laboratory animal the tibia was 
then fractured, and conduction in the normal tibia was 
compared with that in the bone with a healing fracture. 
The velocity of conduction was reduced across the frac- 
ture, and this returned to normal only when union was 
complete. A small series of patients with tibial fractures 
was examined, and reduction of sound velocity was also 
observed. It is unfortunate that serial observations on 
these patients were not made. Nevertheless, this method 
may well have clinical applications once its limitations 
have been more clearly defined (Annotation, Lanc¢t, 2: 
1004, 1958). 


Current Status of the Pregnant Cardiac 


KAuMAN, J. M. AND P. E. (Ann. Int. Med., 
48: 1157, 1958) from the Cardiology Division, Depart- 
ment of Medicine, Harper Hospital, Detroit, Michigan 
give in the following lines the summary of their obser- 
vation on the current status of the pregnant cardiac : 

Most haemodynamic changes of pregnancy become 
significant early in the second trimester. 

The haemodynamic changes of pregnancy may greatly 
modify heart murmurs and other physical findings. 

\ patient with either rheumatic or congenital heart 
disease should be evaluated both medically and surgically 
early in pregnancy. When cardiac symptoms appear 
early and surgical improvement of the heart is possible, 
surgery is preferable to abortion. 

Ninety-six patients with mitral commissurotomy sub- 
sequently became pregnant, with only one maternal and 
foetal mortality. 

Ninety-three mitral commissurotomies were  per- 
formed during pregnancy, with three early cases of 
maternal mortality, probably avoidable with anaesthesia 
and surgery. Eighty-eight live babies were delivered in 


this group. 


Twenty-two patients with patent ductus were sec- 
tioned during pregnancy, with no maternal mortality 
and only one miscarriage one month following surgery. 

Patients with various other types of congenital heart 
disease, such as coarctation of the aorta, tetralogy of 
Fallot, and interatrial and interventricular septal 
defects, may go through pregnancy safely. 

Though ideally done before pregnancy, heart sur- 
gery is often a safe procedure during pregnancy for 
mother and baby. 

Heart surgery is an adjunct to good medical manage- 
ment, and the patient should have the advantage of 
careful medical management through pregnancy, deli- 
very and the important postpartum period. 


Ectopic Pregnancy 


MALKASIAN, G. D. JR., HUNTER, J. S. AND REMINE, 
W. H. (J. A. M. A., 168: 985, 1958) from the Sections 
of Obstetric and Gynecology and Surgery, Mayo Clinic 
and Mayo Foundation from an analysis of 322 consecu- 
tive cases of ectopic pregnancies in 305 women observed 
during the 20-year period 1935-54 write : 

In comparing the experience in the first 10-year 
group with that in the second, the authors found the 
following factors essentially the same in the two 
groups: age, parity, initial complaints, incidence of 
abortion, the correctness of diagnosis in the pathologi- 
cally proved cases of ectopic pregnancy, and the patholo- 
gical diagnoses when findings were other than the 
clinically suspected ectopic pregnancy. 

A tendency toward increasingly conservative surgery 
and more liberal use of blood transfusion was noted 
in the later group. Also noted in the later group was 
an increased number of women having subsequent 
pregnancies. The maternal mortality was 0-3 per cent ; 
no maternal deaths occurred in the last 12 years under 
study. The study suggests that the morbidity of 
appendectomy with surgical operations for ectopic 
pregnancy is no greater than with abdominal hysterec- 
tomy. If dilatation and curettage had been performed 
on all patients suspected of having ectopic pregnancy 
in the series under review, 18 intrauterine pregnancies 
that later reached term would have been interrupted. 


Simultaneous Colposcopy and Cytology in Screening for 
Cancer Cervix 


NAVRATIL, E., BURGHARDT, E., BAJARDI, F. AND NASH 
W. (Am. J. Obst. & Gynec., 75: 1292, 1958) from the 
University Frauenklinik, University of Graz. Austria 
write that colposcopy is particularly useful as a specific 
method of early diagnosis of preclimcal carcinoma of 
the cervix, when used in conjunction with cytology. 
Thus used, it compensates greatly for any error of cyto- 
logy. This fact is demonstrated by the results of routine 
examinations of 18,112 patients in whom 306 preclinical 
carcinomas were discovered. 

A second advantage of colposcopy is the ability to 
aim a punch biopsy with great accuracy and to avoid 
many unnecessary biopsies. Furthermore colposcopy 
has great importance as a method of teaching and 
investigating pathological changes of the ectocervix. 
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CURRENT TOPIC 
ALLINDIA PAEDIATRIC CONFERENCE 


The following are extracts from the Presidential 
Address of Dr. K. C. Chaudhuri, Director, the Institute 
of Child Health and Head of the Department of Child 
Health, University College of Medicine, Calcutta, deli- 
vered at the 10th session of the All-India Paediatric Con- 
ference held at Nagpur in February 1959 and sponsored 
by the Indian Paediatric Society. 


It will be recalled that at the First All-India Paediatric 
Conference in Calcutta in 1950, a resolution was adopted 
urging the Government and the public to establish at 
least four Institutes of Child Health, one each in Cal- 
cutta, Bombay, Madras and Delhi. The Society appre- 
ciates that the policy advocated by it has been accepted 
by the Government of India, since it proposes to estab- 
lish 4 or 5 such institutes during the Second Five Year 
Plan period. Althongh the progress made is far from 
adequate, achievements are quite remarkable, and the 
greatest achievement is that paediatrics has come to stay 
as a major disciplne in medical education, and that 
paediatric services have been given a very high priority 
in the plans for social welfare during the First and 
Second Five Year Plan periods. It is a matter of satis- 
faction to all medical men, especially to paediatricians, 
that the policy to bring child welfare services to the 
remotest village has been accepted, and that active plan- 
ning has been undertaken. Nevertheless, it is necessary 
to be vigilant, because it is only by sustained efforts, 
active co-operation, and careful planning that the dith- 
cult and gigantic problem of child welfare in India can 


be solved. 


PAEDIATRICS AS A SPECIALITY 


What seems to be simple and obvious to the pedia- 
trician appears to have caused a considerable amount of 
confusion in others. Many people have asked me why 
paeditrics should be considered a major discipline—be- 
cause pediatrics differs from all other branches of medi- 
cine both in its concept and application and has far 
reaching implications for the welfare of the nation. First, 
it is not an organ specially dealing with anatomical and 
pathological variations of a particular organ like ophthal- 
mology or midwifery. It has to deal with a growing 
child, who presents a changing pattern of physical, 
mental, and emotional growth at different age periods. 
The most fascinating feature of child-life is the extra 
ordinary change from a mere parasite in intra-uterine 
existence to a living creature of the highest order from 
birth to adolescence. Paediatrics thus involves the study 
of dynamic physiology and its effects on health and 
disease. 

The second characteristic is that a child cannot be 
studied divorced from his social set-up. The life of the 
child is not only affected by the factors of growth and 
development, but also by the education, intelligence, 
standard of living etc. of the people who rear him in the 
family. The family provides the child with food; gives 
him emotional stability, economic security, educational 
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opportunity and intellectual trends. The status of the 
family, therefore, determines not only the standard of 
physical well-being of the child but also his character 
and personality development. Paediatrics is thus an inte- 
gral part of social medicine and cannot be studied without 
an intimate knowledge of the social milieu. Every 
student of paediatrics must become familiar with the 
cultural and material situation of the people and of the 
country in which he is functioning. These two basic 
factors—a changing pattern of norms, and the social 
relationship—distinguish it from all other branches of 
medicine. 


It is, therefore, not difficult to imagine why paediatric 
training and paediatric services have been given such 
importance all over the world. If a child is not cared 
for at the time when he should be, it can have devas- 
tating effects on the structure of the community. It is 
an unfortunate fact that today in India we are faced 
with a very serious problem of indiscipline, irresponsi- 
bility and disrespect for authority of any kind by 
children and adults. School and even pre-school children 
are following the agitational approach for every littk 
thing by marching along the road with banners and 
placards instead of attending to the class-room lessons 
University students are imitating with singular perfec- 
tion the electioneering campaigns of political organisa 
tions in putting up posters and in creating slogans for 
election to the mock parliament of students’ unions, 
and are not devoting their time seriously to the study 
of art and science in university halls which helps them 
in developing the right qualities of mind. One major 
reason for this disruption in the country can be traced 
back to the lack of proper care in early years and the 
bed example set by the people who are entrusted to look 
after them. A child must be helped to grow with human 
qualities under supervision by paediatricians who are 
expected to play their role as doctor and teacher dur- 
ing the formative years to make children healthy—phy- 
sically, morally and otherwise. 


THE PROBLEM 


I am quite aware of the magnitude of the problem 
of child-welfare in our motherland, and I am sure 
everyone interested in paediatrics is equally alive to it. 
The problem is of such a nature and of such complex 
character that there is no parallel in the medical history 
of the world, except perhaps in China. India has a total 
population of 360 million, of which 150 million are 
children, and there is an addition of 15 million every 
year; 85 per cent of them live in villages and the majo 
rity of them are born into families with very low in- 
comes, and perhaps, also, littl education; morbidity 
and mortality are high; 44 per cent of the total deaths 
are amongst children under 5 years; and the important 
causes of death are respiratory infections, diarrhoeal 
diseases, and infectious diseases, especially tuberculosis. 

It requires no intelligence to understand that the faci- 
lities to cover even 15 million newborn, not to speak of 
an overall organisation for 150 million, meant an enor- 
mous organisation involving millions of technical per- 
sonnel, numerous institutions, a huge quantity of equip- 
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ment and the cost amounting to astronomical figures. 
There must be a realistic approach to planning on the 
basis of what we have and what we expect to have 
within the resources of the country in a reasonable time. 

Let us examine what we have: For the last three 
decades scattered and unrelated organisations of child 
welfare founded by the State and private charitable 
agencies were operating, but only after Independence, 
an organised effort is being made to establish child 
welfare centres and about 3,500 child-welfare centres 
have been established. There are only about 200 to 300 
paediatricians and 1,600 hospital beds for children in 
the whole country; facilities for supervising pre-school 
and school-children are very limited. Parents can hard- 
ly get advice for bringing up their children from train- 
ed personnel, and even elementary facilities of treat- 
ment are not available for the village child. 


REALISTIC APPROACH 


The facilities, therefore, are so meagre, that I feel 
embarrassed and diffident to utter platitudes and hold 
out hope for any remedy in the near future. Let us be 
honest to ourselves and execute a policy slowly and 
steadily which can perhaps bring results in half a cen- 
tury and forget about the period up to the next election 
or the next plan. Policy makers, administrators, and 
paediatricians and other technical persons should meet to 
work out a plan for paediatric training and services for 
the whole country which is capable of being executed 
within the resources of the country and in a reasonable 
time, 

Let us consider the programme and begin in a modest 
way : 

A. Training Programme : 

Establishment of training centres in 50 medical 
colleges of India, a department of paediatrics 
each with at least a 100 bed properly equipped 
hospital unit, | or 2 preventive paediatric centres 
and teaching and research facilities in charge 
of highly qualified paediatricians—with the 
rank of professor. 

2. Establishment of post-graduate institutions for 


teaching and research. 

3. Institution of paediatric training courses in all 
universities for (a) teachers and research work- 
ers, who will man the training centres and 
(b) for general practitioners, who would work in 
the peripheral centres, or go into private prac- 
tice. 

B. Service Programme : 

1. Establishment of children's hospital, convales- 

cent homes and specialised institutions for the 

sick child in all States and in places where the 
need is great. 

2. Establishment of promotive and preventive cen- 
tres in villages—or for groups of villages at the 
sub-divisional or union level. 

There shall be a close relation between the training 
and service centres, so that the quality of service can 
be maintained. But no programme will be successful, 
if it is considered as an isolated item apart from the 


medical, social, economic, and political set-up of the 
country. Unless account is taken of these important 
factors we may be faced with an anomalous situation 
such as this. During the last few years, a huge cry 
has been raised that India needs doctors, and there is 
no denying this fact. But paradoxical though it may 
appear to be, even the three hundred paediatricians, 
mentioned above, could not be employed. During the 
last two years, 30 doctors have been trained in the 
Institute of Child Health, Calcutta, who took their 
diploma; 75 per cent of them have gone into private 
practice because there is no position available for them. 
During my recent visit to the West, I met young Indian 
doctors taking training in England, U.S.A. and else- 
where. I have also met Indian doctors who accepted 
jobs in Central and South America, the West Indies 
and elsewhere. Most of them are well qualified and 
appointed on a salary of Rs. 1,000/- to 1,500/- but they 
could not get jobs in India carrying a salary of Rs. 300/-. 
I am told about 1,500 Indian doctors are working in 
England and 500 others in U.S.A. Some of them, whom I 
have met, told me that they did not like to live in a 
foreign country and would like to return, if any posi- 
tion was available. The time has, therefore, come to 
work out plans so that we can absorb the already train- 
ed personnel in our child-welfare centres and hospitals 
and create further facilities, which we so badly need, 
and make a serious attempt to socialise medical ser- 
vices. 

It should not also be lost sight of that successfu' 
planning of medical services presupposes a minimum 
standard of living, of sanitation, of water-supply, hous- 
ing, etc. The establishment of the physical plant of 
hospitals and welfare centres alone does not necessarily 
assure adequate medical attention. Human factor—a 
quality man behind the machine is the most important 
element. No plan for paediatric service, and for 
that matter, medical services will be successful, unless 
notice is also taken of these factors namely, the econo- 
mic, social, political, and medical situation of the people 
and of the country when the plan is executed. 


POST-GRADUATE EDUCATION AND FOREIGN TRAINING 


In our humble way it has been possible for us to 
found an “Institute of Child Health” in Calcutta. We 
have had the great honour to have the Prime Minister 
of India inaugurate our Institute just two years ago. It 
has a 70 bed hospital unit, O.P.D. and _ preventive 
centres, adequate laboratory facilities to offer high stan- 
dard service, and to carry on training and research pro- 
grammes. At the present moment we have 14 research 
scholars, and 10 post-graduate students taking training. 
During the last 3 years 60,000 children have been treat- 
ed, and 500 healthy children supervised in our welfare 
centre, 

It is staffed by a team of 15 experts in different 
branches of paediatrics. The total capital cost incurred 
amounted to 12 lacs of rupees, anid the recurrent cost 
is two lacs of rupees. 

The Institute of Child Health will continue to wel- 
come students and doctors from all parts of India, and 
every attempt is made to maintain the highest inter- 
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Dr. U. RAMA RAU'S HAND BOOK ON 


FIRST AID IN ACCIDENTS 


Revised by: Dr. U. KRISHNA RAU, M.B., B.8., M.L.A. 
Published in: English, Hindi, Tamil, Telugu, Canarese, & Malayalam 

Explains how First Aid should be rendered in Accidents such as:— 
Fractures, Concussion, Fainting, Convul- 
sion, Shock, Collapse, Sun-stroke, Heat- 
Stroke, Asphyxia, Shock from Electricity 
and Lightning, Burns, Wounds, Bites, 
Snake-bite, Bruises, Strains, and Rupture 

of Muscles, Poisoning, Insensibility, etc. 


The book written in popular language with 
many illustrations, and running to 240 pages 
(Demy |6mo) has been found very useful by 
the lay public in rendering First Aid scientific- 
ally in cases of accidents till the arrival of the 
doctor. Members of the medical profession 
have found It useful to deliver lectures on First 

Aid to laymen. 
The book is being published since the First Great World War (1914-1919) 
and has run into several editions and thousands of copies have 
been sold. Mines, Factories, Police Forces &c. use these books largely, 


Price Re. 1/- er sh. 2 per copy for any edition. Postage 3 As. per copy, Registration Extra, 
Copies can be had from: Manager, THE ANTISEPTIC, Monthly Medical Journal, 
P. O. Box 166, MADRAS-! 


CORRECTION OF 
IMPAIRED METABOLISM 


PALATABLE AND WELL TOLERATED 


(ELIXIR) 


ENDORSED 
By over 25 years’ clinical experience 

CONTAINS SUITABLE 
Vitamins A, Bi, C and D For a variety of conditions, 
Organic iodine arising from impaired 
Vanadium arsenate metabolism, including 
Calcium, Phosphorus bronchial affections, 
and Magnesium. asthenic states, etc. 


Bottle of 360 c.c. (12 02.) 
RAPTAKOS, BRETT & CO., PRIVATE LTD., WORLI, BOMBAY. 
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national standard. In its effort, it has been helped by 
the Government of India, State Government of West 
Bengal, Calcutta Corporation, University of Calcutta, 
the Rockefeller Foundation, and above all, by the people 
of Bengal. Our efforts will be amply rewarding, if we 
have been able to contribute our share even in a small 
measure towards the development of the paediatric train- 
ing programme in our motherland. 

We are of the opinion that our students must under- 
go post-graduate training of the highest standard in the 
soil of this country; and that only mature persons, who 
already have position, should proceed to foreign coun- 
tries for a specific purpose, and continue the work in 
the same field when they return to India. 


HOSPITAL Is AN “INDUSTRY” 


I have noticed with deepest concern the progressive 
deterioration of the standard of maintenance and of 
services in hospitals during recent years. The archi- 
tectural beauty of some of them is contradicted by the 
ugliness of their maintenance and lack of equipment. 
Over-crowded indoor and outdoor departments, primitive 
laboratories, filthy lavatories, broken windows, and above 
all gross lack of discipline amongst the personnel, par- 
ticularly of the service personnel, are not at all infre- 
quent. I have visited many medical institutions of the 
world but I regret to be obliged to admit that our hos- 
pitals bear no comparison even with the outward 
cleanliness of others. One is apt to ask why this is so. 
Every administrator will bear me out, if I am permitted 
to say so, that it has become difficult bécause of the 
psychological attitude of the public and of the State to- 
wards hospitals. In an official communication the labour 
department of a State Government made the following 
statement regarding the status of a hospital. ‘“‘The work 
of the Institution comes within the definition of ‘Indus- 
try’ under the Industrial Disputes Act.” 

Apparently we live in an interesting age. Any super- 
intendent of a hospital or director of health services can 
be humiliated by the application of such absurd laws by 
the trade unions, if he attempts to maintain discipline 
amongst labourers to relieve the misery of the sick in- 
mates. In the Institute of Child Health, Calcutta, ayas 
refused to carry out orders to clean the napkins of 
the babies, because, I was told, their union had told 
them that it was not their job. I have seen with my own 
eyes in England, U.S.A. and U.S.S.R., nursing sisters 
doing so; not to speak of nurses or nurses’ aides. In 
a State hospital, a labourer suspected to be suffering 
from leprosy could not be transferred because of the 
threat of a strike by the menials. 

A peculiar psychology has also obsessed men of posi- 
tion, city fathers, members of the legislature and others. 
They seem to think that no consideration will be shown 
or proper care taken of their protegés unless a letter is 
written to the authorities of the institution. Many 
of those who bring such letters demand special privi- 
leges and are not amenable to discipline. Medical men 
are expected to treat everyone with equal zeal and 
efficiency and not discriminate between one and the other 
patient. I would leave it to our leaders to consider 
whether the time has not come to stop such practices 
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and rely on the integrity of the institutional head. If 
he cannot exercise his authority with discretion and 
justice, it is better to remove him, rather than order 
him to show special consideration to one or other group 
of people. 

To add to this, sinister and insidious propaganda goes 
on in the press to belittle the dignity of the medical 
profession and to inflame the passion of the sick and 
of the so-called under-privileged. I read recently an 
astounding editorial in the Hindusthan Standard of Cal- 
cutta, stating that doctors were concerned only with 
their remuneration and that they play very little role 
in rendering medical service to the people. The sense 
of values has changed in such a manner that some- 
times I wonder if we are still sober in our thoughts. 1 
have yet to see another country, where a trade-union 
leader or a group of workers is allowed to bring about 
a strike in a hospital, or assault medical personnel. The 
Soviet Union is supposed to be a country of workers 
and this is what John Gunther wrote about the position 
of an intellectual such as a doctor : 


“An intellectual in the Soviet Union is envied, not 
scorned, and has an honoured place in the community 
from the moment he gets out of the college ... an 
assistant professor in Moscow is paid roughly three times 
what a skilled labour gets’’. IJnside Russia, page 291. 


MYTH OF DIFFERENCES 


A myth has been created and even tendentious articles 
published in the foreign medical press about the so- 
called differences amongst the paediatricians of India, 
because two professional organisations for the develop- 
ment of paediatrics are functioning. India is a country 
of vast distances, of diverse people, diverse religions, and 
diverse languages. Its cultural unity consists in finding 
unity amongst diversity. This applies also to medicine. 
If we look upon the development of an older discipline 
such as internal medicine, we find that different so- 
cities were functioning in Calcutta, Bombay and Madras 
as far back as 1840. At the present time also one 
annual conference is held by one group in one place, 
and by another in another place. Those of us who are 
working in the field of paediatrics find the growth of 
different societies very healthy—providing competition, 
which makes us more efficient and alert. I congratulate 
the younger organisation because it has proved its worth 
by publishing a good Journal, and by organising con- 
ferences. They feel that they gain better knowledge 
if they hold their conferences with other specialities 
such as cardiology, neurology, and internal medicine. 
We believe that in the present stage of paediatric deve- 
lopment, we should not be drowned by others who have 
been operating for over a century; but that the goal of 
all paediatricians is to see that child health services 
are organised to elevate the health standard of the 
nation. 

In conclusion, I would earnestly request you to par- 
don me, if I have been frank. It is not my intention 
to hurt anybody’s feelings, nor to advise anybody. I 
have expressed my feelings in order to focus attention 


on the critical situation existing in the country, with 


+4 

> 
rt 


300 J. 


particular reference to services for children. Our children 
must grow as men of character with quality of mind. 

India riarches on. I have no doubt that the ancient 
people of this land will continue their onward march 
and again contribute their share to civilisation with a 
new consciousness. With earnest co-operation, and 
with human understanding of the deficiencies of every 
human being in every age, man has always tried to 
conquer disease and pestilence, to render succour to the 
suffering. The spirit of man lies in conquering human 
failings and in striving and seeking after knowledge, 
which makes life worth living. Let us take a vow to 
pursue our profession ‘‘with purity and with holiness”’ 
as enjoined by our great Master Hippocrates. 


NOTES AND NEWS 


Observance of World Health Day 


On 7th April, 1948, the Constitution of the World 
Health Organisation officially came into force. Fach 
anniversary is now observed as World Health Day and 
is used by national and local health authorities to in- 
terest people in health needs and to stimulate their co- 
operation in health action. A definite theme for the 
observance is selected every year in order to focus pub- 
lic attention on particular aspects of Health. 

The theme chosen for the eleventh observance of 
World Health Day is ‘‘Mental Illness and Mental Health 
in the World of Today’’. 

The Government of India is observing the Day on 
7th April, 1959 and the W.H.O. has suggested that the 
Indian Medical Association and its branches also svup- 
port the observance through functions held in co-opera- 
tion with the local government authorities. 


World Health Organisation Fellowships 


The World Health Organisation is likely to offer 
some fellowships for post-graduate training in (1) Social 
and Preventive Medicine, (ii) Malaria Eradication, and 
(iii) Environmental Sanitation. The facilities are for 
‘practical’ training as distinct from ‘purely academic’ 
training. 

Applicants should be graduates in the particular sub- 
ject and should have experience sufficient to enable them 
to take advantage of the training. Preference will be 
given to those who have exhausted the opportunities 
available in the subject in India. 

The candidates should be below 50 years of age and 
employed under a State Government, local body or a 
non-governmental voluntary organisation. Only those 
honorary workers, in whose case a guarantee of regular 
whole-time employment from States is forthcoming, are 
eligible. 

Applications should be submitted through the State 
Governments in all cases on the prescribed forms obtain- 


able from Secretary to the Government of India, Minis- 
trv of Health, New Delhi. The last date for the receipt 
of application through the State Governments is April 6, 
1959. 
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Reduction in Tuberculosis Deaths 


A decrease of 50 per cent or more in the number 
of deaths from tuberculosis has taken place in many 
countries during the period from 1952 to 1957, accord- 
ing to a statistical report of the World Health Organi- 
sation. 

This drop is mainly a result of the use of new 
drugs, such as INH and streptomycin, thanks to which 
tuberculosis needs no longer be a killing disease. An- 
other factor is the intensive TB case-finding and vacci- 
nation campaigns in recent years, as a result of which 
fewer people contract tuberculosis. 

Among the countries and territories covered by the 
report, the lowest tuberculosis death rate is now found 
in Iceland, where it dropped from 13-5 per 100,000 popu- 
lation in 1952 to 4:3 in 1957, with a rate of only 2-5 in 
1955. The highest rate is in Hong Kong, where it 
dropped from 158°8 in 1952 to 1026 in 1957. 


1958, A Bad Year for Cholera 


Last year was a bad year for cholera, according to 
a report issued in Geneva by the World Health Organi- 
sation, and the number of cases which occurred in Asia 
—93,000 (provisional figure)—was the highest recorded 
since 1953, when the disease struck 242,000 people. 
Epidemics occurred last year not only in India and 
Pakistan, but in Thailand and Nepal as well. 

The worst epidemic was in the lower Ganges Valley, 
in East Pakistan, where 20 per cent of all cholera cases 
for the year were reported. Several districts in India 
were also severely hit, and there were no fewer than 
4,895 cases, with 1,765 deaths, in Calcutta alone. 


The World Medical Association 


Dr. Louis H. Bauer, Secretary General of the World 
Medical Association, announced that the Association 
has made initial arrangements for providing its partici- 
pants at the Second World Conference on Medical Edu- 
cation (Chicago, Illinois, August 30—September 4, 1959) 
and the XIIIth General Assembly of the World Medical 
Association (Montreal, Canada, September 7—12, 1959) 
with a special chartered transportation plane. Members 
of the national medical associations and their families 
are eligible to apply for reservations on the chartered 
flights. Additional information may be obtained from : 
The World Medical Association, 10 Columbus Circle, 
New York 19, New York. 


International Congress on Occupational Health 


The 13th International Congress on Occupational 
Health—first to be held in the Western Hemisphere 
will meet in New York City, July 25 to 29, 1960. 

Physicians, nurses, industrial hygienists and other 
delegates from more than forty countries will attend. 

Theme of the New York meeting will be prevention, 
rather than cure. Programme participants from the 
many countries will report on their experiences, the 
findings of both clinical and laboratory research, and 
on methods for control of occupational health hazards 
Plans already are under way to provide meeting faci- 
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lities, and for translation services, accommodations for 

the visitors, and other arrangements. 
The Scientific Programme Committee 

mission of papers for presentation at the Congress. The 


invites sub- 


Programme will be devoted to the discussion of the 
different aspects of Occupational Health 

Purther details from Dr. C. K. Ramchandra, Parry 
& Co. Ltd., Ranipet, N.A. Dist., South India. 


Asian and Australian Haematologists may Combine 


Negotiations are taking which are expected 


soon to link Australian haematologists with their col- 


place 


leagues in Asian countries in an Asian-Pacific associa- 
tion. The main aim of such a merger would be to 
increase the exchange of ideas in this field of medi- 
cine, which is concerned with the study of blood and 
the blood-forming tissues of the body. The negotiations 
started last year, when Dr. R. A. Hayes of the Alfred 
Hospital, Melbourne, returned to Australia from Japan. 
He had attended the first international congress of the 
Asiatic Society of Haematology. Dr. Hayes said, ‘An 


organisation such as this would not only assist the 
exchange of ideas on haematology, it would be a use- 
ful means also for extending human relations between 


doctors from ditlerent countries. 


Dhubulia T.B. Centre 


A sum of Rs. 1,12,500 has been sanctioned by the 
India for the Dhubulia Aftercare and 
Rehabilitation T.B. Centre, in West Bengal. The cons- 
truction work for the centre is in progress and is ex- 
pected to be completed by the end of December 1959. 


Government of 


Imposition of Birth Tax 

Shri D. P. Karmarkar, Minister of Health, said in 
the Rajya Sabha on 1959, that Govern- 
ment did not intend to implement the suggestion made 
by Dr. C. ©. Karunakaran in his address at the meet- 
ing of the All-India Medical Conference held in Cuttack 
in December 1958, that a birth tax should be imposed 
to check the growth of population in the country. 

The Minister added that the purpose of 
family “health and happiness of the 
family’’. would obviously be defeated if 
further taxation by way of birth tax was imposed on 
the family. The 
large 
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ultimate 
planning was 

This object 
condition of with 


financial persons 


families was already unhappy and it was not 


desirable to impose further burden on them. 


REVIEWS 


Neuropathology—By J. G. Greenfield, M.D., F.R.C.P., LL.D., 
W. Blackwood, M.B., CH.B., F.R.C.S.E., M.R.C.P.E., W. H. 
McMenemey, M.A., D.M., F.R.C.P., A. Meyer, M.D. and 
R. M. Norman, M.D., M.R.C.P., D.P.M. Published 1958 
by Edward Arnold (Publishers) Ltd., London; avail- 

able in India from Orient Longmans Private Ltd., 

17 Chittaranjan Avenue, Calcutta 13. Board bound 

with paper jacket, 10", 640 pages; price 


The subject of neuropathology as a separate entity 
was founded at the end of the last and the beginning 
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of the present century by many scientists of distinction. 


Thost 


encouraged by seeing the return of a more organic con- 


who follow the discipline appear to have been 
ception of many disorders of behaviour. The pathology 
of the basal ganglia and brain stem has also been ex- 
plored during the past fifty years, but physiological re- 
search has not yet clarified the relation between symp- 
toms and lesions in that area of the brain. Since many 
of the classical monographs of neuropathology are little 
known and a few are available in the English language, 
more attention than usual has been given in this book 
to the history of the subject, and some sections are 
largely based on the original descriptions. The advent 
of the 
enzyme stains have called for a complete review of the 


electron microscope and of cytochemical and 


older cytology which was based on the optical micros- 


cope and traditional staining methods. These new ex- 


plorations must start from a base of existing know- 


ledge, and this volume amply provides provision for 


this. As the large subject of cerebral and spinal tumours 
is treated in a companion volume edited by Prof, 
Dorothy S. Russell, it is omitted from this book. This 


volume is a comprehensive work which covers the sub 
ject well. 


Medical Research Council Memorandum No. 36. —Thic 
Determination of the ABO and Rh (D) Blood Groups 
for Transfusion. Her Office, 
London, 


Majesty's Stationery 


Pages 46. Price 3s. 6d. net. 


This is a revised version of War Memorandum No. 9% 
published in 1943. 
on the 


Relevant aspects of recent advances 
make the 
memorandum up-to-date. The section on Rh factor has 


subject have been incorporated to 


been particularly expanded. Standard methods for blood 


grouping, cross matching, investigation of transfusion 
reactions have been described briefly but quite adequate- 
ly. Due emphasis has been laid to indicate possible 
sources of error in the application and interpretation of 
the various tests. The treatise should be 


interested in the subject. 


read by all 


Kinderarztliche Notfallfibel : Abwehr akuter Lebensbe- 
drohung —Von. Prof. Dr. B. De Rudder, Frankfurt /M. 
4., erganzte Auflage, 1958. VIII, 205 Seiten, 34 Abbil- 
dungen, 8°, Ganzleinen DM 18-60 


A Primer of Paediatric Emergencies. Defence against 
Acute Threats to Life—Bv Prof. Dr. D. de Rudder, 
Frankfort /Main, 4th enlarged ed. (in German) VIII, 205 
pp., 3 illustr., Georg Thieme, Stuttgart, 1958. MD 18-60. 


The fact that since 1949, when this elegant little 
volume first appeared, four editions became necessary 
and Italian and Spanish translations were published, 


proves beyond doubt that it fulfils what it set out to do, 
to help Therefore, the 
according to the 


saving lives in emergencies. 


contents are arranged various life 
threatening conditions, such as congenital debility ; 17 
kinds of acute asphyxias; collapse, various comas in- 
cluding those due to hypopotassaemia, hypochloraemia 
and the adrenogenital salt loss syndrome; 10 causes of 
Then follow 


of haemorrhagic syndromes; vomiting; emergencies due 


toxicosis; reflex death. seizures; 6 kinds 
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to jaundice; acute abdominal pain; acutely dangerous 
conditions due to inflammations of the skin; poisonings, 
where we missed kerosene poisoning; some interesting 
discussions of disguised emergency conditions such as 
Rh-incompatibility between mother and child, periarte- 
ritis umbilicalis, early infantile interstitial pneumonia, 
neglected nephritis, diabetic precoma, incipient tuber- 
culous meningitis and others, are followed by a very 
useful section on techniques of resuscitation, where the 
necessity of attending to every detail is clearly demon- 
strated. An appendix contains an alphabetical summary 
of drugs required in emergencies and tables giving their 
dosage ; the use of German proprietary names limits their 
applicability. This is a very useful guide for the most 
dramatic moments in the life of every general practi- 
tioner and paediatrician, when the fateful decision over 
life and death of a child is in his hands. On every 
page of this book one is impressed by the great experi- 
ence and the clear judgment of the author who is not 
only an outstanding paediatrician but also well known 
for his work on the influence of meteorological condi- 


tions on health and disease. 


Die beginnende Schizophrenie : Versuch einer Gestalt- 
analyse des Wahns—Von Prof. D. K. Conrad, 
Gottingen, 1958. VIII, 165 Seiten, 3 Abbildungen, 
Gr.-8°, kartoniert DM 1980. (Sammlung psyclhiia- 
trischer und  neurologischer Ejinzeldarstellungen : 
Vorzugspreis fiir Abonnenten der Zeitschrift ‘Forts- 
chritte der Neurologie, Psychiatric and ihrer Grenz- 
gebiete’’ DM_ 17-80). 

The Incipient Schizophrenia. Attempt of a Gestalt— 
Analysis of this Psychosis—By Prof. Dr. K. Conrad, direc- 
tor, Univ.—Neurological Clinic, Goettingen (in German), 
VIII, 165 pp., 3 illustr., Georg Thieme, Stuttgart, 1958. 
DM 19-80. 

This volume appears as part of a series of psychia- 
tric and neurological monographs, edited by the author 
of the study under review, with W. Scheid and il. J. 
Weitbrecht, of which eight other titles have been pub- 
lished previously. 

The author starts by pointing out that today psychia- 
try is facing a critical decision which of two diametri- 
cally opposed lines of approach to use towards the pro- 
blem of schizophrenia: from outside, as the strict bio- 
logist does by enumerating a large number of upcon- 
nected signs and symptoms,—hoping for a somatic ex- 
planation from the side of genetics, brain pathology, 
biochemistry, endocrinology etc., or, on the contrary, 
from inside, as it were, using the methods of pheno- 
menological anthropology, renouncing any attempt to 
develop psychopathology as a science. The author's solu- 
tion proceeds on a third line, meant to avoid the dis- 
advantages of either of the previous ones. He applies 
psychological analysis, which has nothing to do with 
psychoanalysis, starting where Jaspet left off; he advo- 
cates Gestalt-analysis instead of existential analysis. All 
the present contents of the patient’s conscious mind are 
material for this kind of analytical work, while the pre- 
vious life history and all the problems which occupied 
or troubled this individual in the past may be totally 
“bracketed out’. It could be said, therefore, that 
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Gestalt-analysis of the psychosis should precede the 
existential analysis of the psychotic patient. Detailed 
case histories and closely argued applications of these 
principles to the problems of incipient schizophrenia 
fill the pages of this slim volume. How far the author 
succeeds in solving the difficulties of present-day psycho- 
pathology only expert psychiatrists can decide and their 
judgment, probably, will vary according to the school 
to which they belong. But everybody interested in a 
courageous attempt of grappling with the intricacies of 
the diseased human mind will read it with great interest 
and feel benefited, provided the language is no barrier. 


OBITUARIES 
Dr. K. G. Gosavi 


Dr. K. G. Gosavi, one of the founder members of 
the Miraj Branch of I.M.A. died of heart failure on 
14-12-58 at the age of 62 years. 

He was the Chief Medical Officer of the former 
Miraj State. He took keen interest in all the social 
activities of the town and donated liberally to various 
educational institutions. He was President of the Miraj 
Branch from 1954-1956 and President of Miraj Vidyarthi 
Sangh for 7 years. He used to attend and guide all the 
meetings of the local branch. Miraj has lost a noble 
citizen and the loss is very much felt by the public. 


Dr. K. G. Gosavi 


Dr. D. P. Gordes 


Dr. D. P. Gorde 


Dr. D. P. Gorde, a member of the Miraj Branch died 
of heart failure on 19-12-58 at the age of 52 years. Le 
served in the Wanless Hospital, Miraj as the chief 
E. N. T. surgeon for 12 years and was in private practice 
from 1942. He was honoured by the College of Physi- 
cians and Surgeons of Bombay by an award of its 
Fellowship. He was widely known for his skill in sur- 
gery, in the southern Maratha countries. He was called 
a ‘Poor Man’s Surgeon’, for he was very charitably dis- 
posed towards them. He was the President of the Miraj 
City Municipality in 1949, President of I.M.A. local 
branch, 1949-53 and President of the Rotary Club. He 
made a study tour to U.S.A. in 1952. His death leaves 
a void in the medical profession. 
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XXVIII PUNJAB PROVINCIAL MEDICAL 
CONFERENCE, AMRITSAR, 1958 


The 28th Punjab Provincial Medical Conference was 
held in the Medical College, Amritsar on the 29th and 
30th November, 1958. The inaugural session of the 
conference was held on the 29th forenoon in the library 
hall of the Medical College. The conference proceed- 
ings started with the National Anthem. There was a 
gathering of nearly 400 doctors from all over the 
States of the Punjab, Jammu and Kashmir. Captain 
Tulsi Dass, Chairman, Reception Committee, welcomed 
the delegates, the Chief Minister of the Punjab, and 
the distinguished guests. He said that the categorisa- 
tion of the medical fraternity as a trade union is a great 
blot to the dignity and the honour of this great pro- 
fession. He wondered that when the profession of law 
had been accorded an honourable exemption, why the 
humanitarian profession of medicine has been penalised. 
Ile asked for the early increase in the number of beds 
in various hospitals. He congratulated the Government 
for sponsoring a bil! that the non-allopaths should not 
designate themselves as doctors. 

Dr. Dass praised the work of free rural medical aid 
scheme started by the Amritsar I.M.A. He asked the 
Government to provide a mobile medical van suitably 
equipped and place it at the disposal of I.M.A. He 
suggested to the Government that special allowance 
should be given to the doctors who are willing to serve 
in the rural areas and 50 per cent of the seats in the 
P.C.M.S. should be reserved for these doctors. 

Capt. Dr. Mahatma Singh, the president of the 
conference in his address said : 

‘*To-day the medical men are passing through a very 
critical time and there are neath attacks from their 
rivals, public, and even the State government. The 
1.M.A., the national organisation and a spokesman of 
the medical profession, which aims at the good of the 
community first and puts profession next, does not find 
its respective place at the government level. It is a pity 
that while the Government complains of limited re- 
sources and finances at its disposal, the services of the 
I.M.A. are not properly utilised. The I.M.A. must be 
consulted and respected where it is worth doing so. The 
five year plans, the community projects, development 
boards, the framing of regulations affecting the health 
and sanitation of the public, medical education, family 
planning, etc., could be enumerated where I.M.A. can 
valuably advise the government. I venture to assert 
that the state cannot possibly succeed in carrying out 
these plans without the co-operation and assistance of 
medical profession as a whole and the I.M.A. in parti- 
cular. 

Apart from treating patients, a doctor owes anotlier 
duty to mankind in general; and there are numerous 
ways in which he can discharge it, such as educative 
propaganda through lectures, press and films; mass in- 
oculations, honorary services in dispensaries and mobile 
hospitals; voluntary medical teams, etc. But the gov- 


ernment on its part is also in duty bound to create suit- 
able atmosphere in which a general medical practitioner 
can claim his healthy existence and feel proud in ren- 
dering such voluntary service to the state. The Legis- 
lative measures such as Sales Tax, Drugs Act and 
Shops and Commercial Establishment Act, etc., are a few 
of the examples, where maintaining of various regis- 
ters, keeping of accounts, making regular entries pre- 
paring daily and _ periodical returns, inspection of 
accounts, drugs and medical preparations by inspectors, 
opening and closing of the clinics at fixed hours, ete., 
are nasty and irritating conditions in which a gene- 
ral practitioner cannot work at ease. The government 
should win the confidence and gratitude of this pro- 
fession, which is so important to the whole nation, by 
relaxing the restrictions mentioned above. : 

Medical knowledge is advancing at a great speed. 
Unless every medical practitioner, especially in the 
rural areas, keeps in touch with uptodate medical and 
scientific knowledge, he is sure to be outdated and get 
rusty. Therefore refresher courses for medical practi- 
tioners should be organised as a regular ‘feature in all 
the medical colleges. Furthermore, free and ample 
chances should be made available for licenciates, to have 
condensed M.B.B.S. courses. 


RURAL Mepica, RELIEF. 


_ Vast majority of the population in our country resides 
in the villages and every one of us, whether a politi- 
cian, a professional, or social worker, has in his mind 
the illiteracy, backwardness, insanitary living and ab- 
sence of modern amenities and essentials of life, m the 
rural areas. The problem of the rural medical relief is 
a knotty one and has got to be solved realistically and 
with determination. There are insufficient dispensaries 
in rural areas and even those that exist this day, are 
without proper staff, as medical men are reluctant to 
go to those far flung areas. There is a scheme of com- 
pulsory posting of fresh medicos in rural dispensaries. 
Whether new or matured medical men, I am afraid they 
would not be attracted, unless the environmental con- 
ditions, in which they have got to work, are made 
attractive and suitable to them. Every one now agrees 
that such a personne! should be amply compensated for 
the lack of educational facilities to their children, and 
other amenities such as good houses, roads and other 
recreational facilities. 


A general practitioner alone or collectively can also 
go to the rural areas and render medical aid wherever 
it is needed. It is a matter of great pride that the 
Amritsar branch has taken up the matter in its own 
hands and teams of specialists,. etc., go to the rural 
areas and give free consultations and medical aid. The 
government should encourage such voluntary services, 
by arranging transport facilities, medical and surgical 
equipment and supply of milk and other amenities 
wherever these are required. Red Cross societies could 
also contribute by extending co-operation to such volun- 
tary teams. 
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Carr, Dr. Tutst Dass 


CHAIRMAN, RECEPTION COMMITTEE 
OF THE CONFERENCE 


(OUACKERY. 


I am constrained to call quackery a social evil which 
has got deep roots and the more we talk and ask for 
the drastic measures to be taken against it, the more 
it flourishes. Today, nearly every Granthi of Gurdwara, 
Pandit of the Mandir, Teacher of a School, even opium 
addict and the diabetic patient is equipped with glass 
syringes and a few rusty hypodermic needles. To start 
with, he helps himself and his family; by and by with- 
in a couple of days, his reputation ‘flourishes’ and so 
the sphere of his practice widens. Such quacks are 
encouraged by the politicians who say that ‘“‘unliunited 
number of patients await at their clinics while qualified 
men get few’. It is true because qualified men prac- 
tise medicine and not quackery; they tell the truth 
and give the patients right diagnosis, prognosis and 
treatment and de not exploit them. The quacks cannot 
diagnose the disease but they prescribe all sorts of 
medicine from quinine to broad spectrum antibiotics 
at a time and at last they succeed at times. Apart 
from the financial loss and waste of drugs which were 
not required at all, they shatter and interfere with the 
defensive mechanisms of the body by the misuse and 
overuse of antibiotics. 

There is another very important point. These 
quacks do cure the disease at times, no matter how 
long they take and how they treat the patient. Modern 
science does not lay much stress on curative aspects 
but it mostly aims at preventive medical measures. It 
is through preventive medicine that every year millions 
of lives are being saved from diseases like cholera, 
smallpox, tuberculosis, and influenza, etc. These quacks 
are as ignorant of this side of the medical science as 
anybody else If a case of cholera comes to them, 
their energies are directed towards the curative side 
and money making. Segregation of the patient, disin- 
fection of the drinking water, proper disposal of human 
excreta, inoculations, etc., are the important factors to 
save the community from its further spread. But it is 
not their concern and they worry the least about it. 
Thus the nation incurs a heavy loss because of their 
ignorance. 
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Most of us are also to some extent responsible for 
their encouragement. Nearly every quack directly or 
indirectly has got links with medical men who are paid 
and consulted when the former’s efforts fail. I have 
seen one surgical specialist operating upon a case of 
enlarged prostate, under the treatment of a quack and 
leaving the surgical case to his aftercare in a remote 
village. Such acts on our part are all unethical and 
we should always refrain from them. 


MEDICAL ORGANISATION, 


Apart from unrest amongst general practitioners, the 
doctors in service are not satisfied with their emolu- 
ments, grades, service rules, etc. They are, compara- 
tively, much less paid than they deserve. The emolu- 
ments and allowances in the neighbouring countries 
such as Malaya, Burma, Iraq, Egypt are much higher 
and practice of a general practitioner is much more 
profitable than here in India. The pay scale here is 
same as was in 1920 and in some cases it was decreased 
in 1957. In Lahore, an Assistant Professor in the 
medical college got pay scale of Rs. 450-20-750 but here 
in our Punjab it has been reduced to 400-20-700. The 
pay of an Assistant Surgeon class II is much less in 
Himachal Pradesh than in the Punjab. Why this dis- 
parity and decrease in pay? The medical men, at the 
most, can rise to three highest posts, one D.H.S. and 
two Principals, whereas a P.C.S. officer can be pro- 
moted to 1.A.S. and can rise to the rank of a Chief 
Secretary, Financial Commissioner or Chief Judge, if in 
judiciary. An S.D.O. in engineering department within 
6 years can become an Executive Engineer, drawing 
Rs. 750/-. Very few of the doctors would be Civil 
Surgeons after 20 years’ service, drawing Ks. 600-900/- 
at the most. Therefore, sooner or later the govern- 
ment has got to revise this step-motherly attitude to- 
wards this profession. 

A medical man has got to work during emergency 
for 24 hours continuously, in addition to his routine 
duties. He can neither enjoy the public and gazetted 
holidays, half holidays and Sundays, nor can he avail 
himself of his earned or privilege leave, as many a 
time he cannot be spared for want of relief or shortage 
of personnel. Even a labourer is entitled to charge 
extra from his employer for the extra labour put in, 
but it is a great pity that a medical man is not paid 
for the overtime. 


PROBLEMS OF MEDICAL MEN. 


These are numerous but I will make only passing 
remarks about a few of these. As for the Licentiates, 
they should be given the chance to improve their status 
by taking up M.B.B.S. Condensed Courses, and ‘manu- 
facturing’ of more Licentiates be stopped forthwith. 
To complete the shortage of doctors, more seats could 
be allotted to the existing medical colleges. 

The government has restricted the use and stocking 
of many spirituous preparations which a general prac- 
titioner has got to dispense to his patients. No practi- 
tioner can stock more than one pound of such a 
spirituous preparation and even for that he has got to 
keep full accounts of its use. The result of this res- 
triction is that most of these preparations are not 
available and the general practitioner has to put off their 
use. 

Morphine and allied preparations, particularly pethi- 
dine which is very essential for gynaecological cases and 
for general practice, are not easily available. More- 
over, the draft of Punjab Manufactured Drug Rules 
1958, as published in the Punjab Government Gazette 
on August 8, 1958 is not practicable at all, as these 
rules require the ‘actual direct administration of drugs 
by or in the presence of a medical practitioner’. The 
Drug Rules ought to be amended in consultation with 
I.M.A. so that these may be practicable. Most of the 
opium eaters have become addicts to the use of mor- 
phine and atropine injections. There are many addicts 
who are having 10 grains of morphine daily by injec- 
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tion. The menace is on its increase and the Excise 
Taxation Department has utterly failed to check this. 
There are many unscrupulous firms which tmanufacture 
morphine and atropine, label them as quinine ampoules 
and sell them in market in lots. A regular check on 
such firms be kept and apart from legal steps, these 
firms be black-listed and their licences cancelled. 

A certificate given by a general practitioner, is not 
generally honoured by many departments and some- 
times these certificates are required to be countersigned 
by Assistant Surgeons or Civil Surgeons. Many ins- 
tances can be quoted where medico-legal certificates 
issued by a general medical practitioner, are refused by 
the Police Department. This should be stopped forth- 
with. On our part we would be ethical and honest in 
issuing such certificates only to the right and deserv- 
ing cases. 


INDIAN Mepica, DeGrees Act (AMENDMENT) BILL, 1958. 


This bill was sponsored by the Health Minister, 
Punjab, and published for public opinion to be put 
before the Legislature during September 1958 session 
for approval. This bill was most timely, opportune and 
in accordance with the wishes of the Medical Profes- 
sion. This bill is not against any individual, society 
or system of medicine. It does not deprive any indi- 
vidual or class, of the right to practise or prescribe 
any drug nor does it claim at causing unemployment 
among those who practise medicine. It only seeks that 
unauthorised persons should not be allowed to use 
the word “Doctor, Physician and Surgeon’’, etc. with 
their names. 


SHOP AND COMMERCIAL ESTABLISHMENT ACT. 


The I.M.A. has shown its resentment against this 
act and challenged its validity in the High Court. Since 
the matter is pending before the Punjab High Court, 
it being sub-judice, I would refrain from commenting 
on its merits and demerits. The I.M.A. would see 
what line of action should be taken after the case is 
decided by the High Court. Our earnest desire is to 
compromise with the government and if the medical 
profession, like the lawyers, is exempted from the pro- 
visions of this act, we are prepared to withdraw the 


case. 
PRIVATE PRACTICE. 


For two or three years it has been a much debated 
question. Much has been said in the past and the 
matter had been fairly pursued and yet no definite de- 
cision has been arrived at. Private practice should be 
stopped the next day when the teachers in colleges, 
specialists and other government medical men are ade- 
quately paid and only then we can expect marked 
improvement in teaching and research work. The gov- 
ernment is requested to take steps to revise the pay 
scales as demanded by the 1.M.A. (Centre) through the 
memorandum submitted to the Pay Commission, at an 
early date and bring their pay scale at par with the 
highest ranks of the other administrative services 
These recommendations are detailed and commeuted 
upon in the editorial of the journal of the Indian Medi- 
cal Association of Ist February, 1958 under the head 
“Pay, Status and Remuneration of Medical men.” 


\DULTERATION. 


No article of any kind whether eatable, drinkable. 
cosmetic or any essential of life is found unadulterated 
to-day. I am compelled to say in the presence of this 
solemn gathering that one cannot get even pure white 
arsenic to commit suicide. The adulteration is the 
worst type of social evil and it is causing tremendous 
harm to the nation by lowering the health standards 
of the masses. More effective step should be taken 
to do away with this evil. 


SUPPLEMENT 


Cart, DR. MAHATMA SINGH 


PRESIDENT OF THE CONFERENCE 


ABOUT OURSELVES. 


In these days of socialistic pattern of society, no 
medical man, however highly placed in service or pro- 
fession, can afford to remain aloof and isolated. He 
has got to come under a common banner and should 
stand united on a common platform. Our I.M.A. has 
been in existence for the last 28 vears and it has justi- 
fied itself by tackling important issues and solving pro- 
blems, facing the profession. We should all pool our 
knowledge, share our common problem, voice with one 
accord our appreciation or criticism of the government 
policies, get together and make this organisation more 
full of life, so that our voice is heard and honoured in 
the medical affairs, in the development and better- 
ment of our nation. This can only be achieved 1f we 
join the I.M.A. in large numbers. It is painful to note 
that out of 4,800 Registered Medical Practitioners, there 
are only 800 members and 35 branches of I.M.A. all 
over the Punjab, which means that about 16 per cent 
medical men are its members. There are about 150, big 
or small, cities in the Punjab and I find no reason why 
there should not be same number of branches In 
this connection I want to draw the kind attention of 
the Civil Surgeons and the District Medicai Officers 
of Health, who can do the wreatest service to the I1.M.A 
They can easily canvas and persuade medical men 
under their command to join I.M.A In Great Britain, 
no doctor is given any appointment unless he becomes 
a member of the B.M.A. My first and foremost aim 
during tenure of my office, would be to raise the num- 
ber of its membership and its branches, thereby streng- 
thening the I.M.A. The time would come when we 
shall have a united voice and others will feel its 
strength.” 

Dr. Parkash Kaur, Deputy Minister, Health and 
Social Welfare, then read out her inspiring address 
She said that she was proud of the medical profession 
The cream of the youth of the country seeks to join 
the medical profession and the stifiness of the medical 
studies and the examination bring to surface the best 
in the selected best of the nation. She assured the 
delegates that the Government is fully aware of the 
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problems facing the medical profession. As a first step 
the Punjab Government is thinking of reviving the 
State Health Council and shall be glad to receive sug- 
gestions from the profession regarding health policies 
and health re-organisation of the State. 

S. Partap Singh Kairon, the Chief Minister, Punjab, 
addressed the delegates. He said Punjab needed more 
and more doctors and engineers and for this purpose 
the Punjab Government has decided to set apart Rs. 2 
Jakhs for giving loans to deserving students for prose- 
cuting their studies in these two branches of science. 
The Chief Minister appreciated the action of the 
Amritsar Medical Association in sending specialists to 
villages once a week to serve the people at their door 
and urged them to repeat it daily and he promised to 
supply them with an equipped mobile unit. He urged 
the doctors in other cities to follow this example. 


Referring to the stoppage of private practice he 
asserted “I am opposed to ban on private practice by 
doctors in service. The benefit of such specialists 
should accrue to people and their knowledge and ex- 
perience should not be allowed to rust, as I believe a 
doctor cannot be up-to-date in his profession without 
practice.” 

Besides the usual industrial exhibition, a health exhi- 
bition depicting the role of preventive and social medi- 
cine was well organised. 

Scientific session followed and there was symposium 
on Diabetes mellitus which proved very informative. 

The following resolutions were passed at. the Con- 
ference : 

1. In view of the fact that potent yet dangerous 
drugs in schedule ‘H’ of the Drugs Act are being freely 
used by unqualified persons and these drugs are avail- 
able to the public even without the prescription of 
Registered Medical Practitioners, this conference 
urges upon the Government to see that the Drugs Act, 
1940 is strictly and effectively enforced in the State. 

2. Whereas no admission to the condensed M.B.B.S. 
course has taken place for the last two years in the 
Amritsar Medical College, this conference strongly urges 
upon the Punjab Government to see that as long as 
licenciates are coming forward to avail of this oppor- 
tunity the admission to the above course be continued. 

3. Now that the seats have been reserved for poli- 
tical sufferers and students from backward areas in the 
Government Medical Colleges of the State, this con- 
ference urges upon the Government that at least 5 
seats in each Government Medical College in the State 
be reserved for the children of the doctors qualified in 
the modern scientific system of medicine. 

4. Resolved that this conference draws the attention 
of the Drugs Controller, Excise Authorities and Narcotic 
Commissioner (Simla) to the difficulty the profession 
is experiencing in getting pethidine for emergency pur- 
poses from the Licensed Chemists. This drug is almost 
always short on account of poor and irregular supplies 
from the manufacturers in Calcutta, Bombay, Madras 
and Delhi. It is estimated that the annual requirement 
of Punjab will be about 400,000 ampoules of 2 c.c. of 
100 mg. This conference urges upon the authorities 
that this quantity be reserved for Punjab Licensees from 
the manufacturers of pethidine in some neighbouring 
province like Delhi. 

5. This conference strongly urges upon the Em- 
ployees State Insurance Corporation to extend the E.S.I. 
scheme to other places where it has not so far been 
implemented under the Panel System. 

6. As dispensing of prescriptions by medical men 
for their own patients is not a process of manufacture, 
this conference urges upon the governmént to exempt 
the medical practitioners (dispensing their own prescrip- 
tions for their own patients) from the levy of Sales Tax. 

7. This conference requests the government to give 
adequate representation to the I.M.A. which can play 
a vital part in the social welfare, sanitation and health 
education of the masses on the Development Advisory 


Committee of Local Bodies. This would help in venti- 
lating the grievances of the general public readily avail- 
able to them and also make available the expert advice. 

8. This conference protests against the unjust and 
arbitrary appointments of Medical Examiners for the 
Life Insurance Corporation of India and urges upon the 
Corporation to remove all discrimination and allow all 
the Registered Medical Practitioners of Scientific system 
of Medicine to become approved Medical Examiners 
with the Corporation. 

9. This conference appreciates the draft of the Indian 
Medical Degrees (Amendment) Bill 1953 which aims at 
preventing unauthorised persons from assuming the 
title akin to ‘Doctor’, Medical Practitioner, etc.; and put- 
ting a stop to the exploitation of unsuspecting, poor 
and ignorant public by those who pose themselves as 
highly qualified persons in medicine and further urges 
upon the government for its early enactment. 

10. This conference urges upon the government to 
have one uniform basic pay for the Assistant Demons- 
trators, Assistant Registrars and Assistant Surgeons (Non- 
Gazetted) employed by the State and possessing equal 
qualifications. 

11. This conference urges upon the government to 
extend the same facilities to qualified medical practi- 
tioners as enjoyed by Civil Surgeon (Simla) on jeepable 
roads of the city. 

12. Resolved that the resolution passed by the I.M.A. 
and All-India Medical Licentiates Association held at 
Bombay in 1947 to amalgamate the two associations be 
implemented and urges upon the Indian Medical Asso- 
ciation (Central) to pursue the matter vigorously. 

13. In view of the frequent use of the Sulpha Drugs 
and Antibiotics in the dispensaries of Registered 
Medical Practitioners the conference feels that a profit 
of 66 per cent on the gross sale of prescriptions for 
income tax purposes is exhorbitant and further pro- 
poses that it should not be more than 25 per cent. 


BRANCH NOTES 


AKOLA BRANCH—The Refreshers’ Course lectures 
took place on the 24th and 25th January 1959. One 
hundred and twenty-five doctors were present. The fol- 
lowing specialists of Bombay participated in it. Dr. R. 
N. Cooper, spoke on Diseases of the Anal Canal and 
Rectum; Dr. N. M. Purandare on Pathology and the 
General Practitioner; Dr. V. N. Shirodkar on Chronic 
Pelvic Pains in Women; Dr. Minochar B. Mody on 
Therapy in Cardiology; Dr. B. N. Purandare on Mens- 
trual Irregularities and their Management; Dr. B. B. 
Gaitonde on Antibiotics; Dr. E. J. Borges on Oro- 
pharyngeal Cancers; Dr. A. K. Talwalkar on Common 
Fractures in General Practice; Dr. T. H. Tulpule 
on Cardiac Emergencies in General Practice; Dr. D. M. 
Deshmukh on Control of Tuberculosis; Dr. P. M. Udani 
on Cirrhosis of Liver in Children. 

BERHAMPORE BRANCH— A meeting was held on 
24-1-59. The attention of the Municipal authorities was 
drawn to the prevalence of infective hepatitis in the 
town. It was suggested that to combat the disease, 
improvement of sanitation, food control and improve- 
ment of protected water supply should be made. Dr. S. 
N. Gantayat spoke on Emergencies in Ophthalmic Prac- 
tice in General and demonstrated a case of retino- 
blastoma. 

SOUTH ARCOT BRANCH —The monthly meeting 
of the branch was held on 24-1-59. Dr. P. M. Palani 
of General Hospital, Madras, gave a talk on Modern 
Trends in Medicine. 

TIRUCHY BRANCH —A meeting was held on 29-12-58. 
Dr. G. Viswanathan presided. Twenty five members 
were present. Dr. V. Balagopala Raju read a paper on 
Drug Therapy in Paediatrics, 
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Avoid Substitutes! 


Protect your patient 
by prescribing 
GLUCOSE POWDER by name 


TROSO: | 


DEXTROSOL is Anhydrous Dextrose, 
conforming to the U.S.P. 
and B.P. standards, its chemical 


formula being CgH) 20, 


GLUCOVITA every 100 parts CONTAIN: 


Dextrose Monohydrate .........99.4 
(Purified glucose) 

Calcium Glycerophosphate ....... 0.2 
Calcium Phosphate ......... 
Bach ounce of Glucovita is fortified with 250 
of Vitamin-D (Caiciferol) 


Agents for india: Parry & Co. Led. 


HEALTH'S 


—a really broad spectrum nutritional tonic — 
Remarkable metabolic— anabolic aid to vigorous 


health & longer life....for all patients..... 
Zymotone Provides : Each 30 mi. contains 
1. Digestive enzymes Diastase 500 mg 
to aid digestion Pepsin 125 mg 
2. Whole natural B-Com- P#pain 75 mg 
plex from liver & Pancreatin 125 mg 
Yeast—plus_ crystal- Proteolysed 
line B. Factors ms 
asein 250 meg 
3 Lipotropic agents in ext. Yeast 200 mg 
maintaining liver 
function and to pre- ve. 
Vit. B, 2 mg 
vent vascular de vit B, 1 me 
generation Niacinamide 50 mg. 
4. Amino acids from  Panthenol 2 me. 
animal proteins—& vit 4mecgm 
valuable nutrients to Inositol 100 meg 
build up physical & Betaine 100 me 
nervous system Cal. Glycero 
5. Vitamin B,, & mine phos 300 mg 
rals—tissue & blood Manganese ., 10 mg 
building factors Alcohol 15%, v/v 


INDIAN HEALTH INSTITUTE & LABORATORY LTD. 


1. MEALTH INSTITUTE CALCUTTA 28 


C.A.F. 


CHLORAMPHENICOL 


\\ 


Leading Antibiotic = 
Since 1950 = 


In the treatment of 
VARIOUS BACTERIAL 
INFECTIONS. 


PACKING: 


12 Capsules and 
100 Capsules 


PALMITATE : 


Manufactured by: 
CHEMUNION 


LUGANO — SWITZERLAND 
MADRAS 3 


Stockists : 
The Premier Medical Supplies & Stores 


44/45 Ezra Street Pan Bazar 
aicutta 1. Gauhati— Assam. 
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LINCTUS CODEINE CO METHIOZOL 


ll irritative coughs 
For all irritat g With Methionine, Choline and Vitamins. 


+ 
awe “4a, A combination with time honoured Indian drugs 
“KALMEGH, KULEKHARA & KHETPAPRA” with 
lipotropic factors. First of its kind in Indian market 


to combat Cirrhosis and Infantile liver. 
Manufacturers: Issued in 20z, 40z, and l6oz bottles. 
* 
LABORATORY, LIMITED. 10, Braunfeld Row, Calcutta-27. 
MALLESWARAM, BANGALORE -3 
Gram: UNIDRUG. Phone: 45-1997. 


ARO-COD NUTROL-GARBS 


(PLAIN) 
Composition. Each fi. oz. contains: @ ANTACID 

Natural Vitamin A 40 mgs. 
(obtained from Shark Folic Acid 1000 mcgs. e ADSORBENT, 

Liver Oil) 100 1.U, Sodi H h 698 came 
Vitamin A @ SEDATIVE, 

(synthetic) 4000 Pot. Hypophos AND 
Vitamin D 1000 1.U,)Cal. Hypophos 240 mgs. 
Vitamin B, 3 mgs.} Glycerine, Malt and @® ANTISPASMODIC 
Vitamin B, 2 mgs.] Aromatics qs. 


Excellent tonic for Debilitated conditions, after Pneumonia BRONKOL Private LTD. 


& Bronchitis, in wasting diseases etc. 
ASIATIC RESEARCH LABORATORY LTD. “ee 


25, SWALLOW LANE, CALCUTTA-1 


GLURON Tablets. DIARZINE), 


For prompt and complete remission of For effective treatment in Bacterial and 
Iron Deficiency Anaemias. other Infectious Diarrhoeas. 


Composition per tablet :— Composition : per oz. per tablet. 


lew Ferrous Gluconate N.F 200.0 mgms Sulphate B.P. 0.3 gm. 0,020 gm. 
Cobalt Gluconate eee 1.0 mgm. Sulphadiazine B.P. 2.0 gms. 0.125 gm. 
iy Vitamin B' roe | 2.5 mgms. Pectin N.F. 0.1 gm. 0.006 gm. a 
Vitamin B? BP. 0.5 mgm. Kaolin B.P. 5.0 gms. 0.300 gm. 
Bismuth Carbonate 
Vitamin C --+ BP. 20.0 mgms. (Extra Light) B.P. 1.5 gm. 0.100 gm. F 
Nicotinic Acid ... BP. 5.0 mgms. Cocoa Base Qs. 3 
With traces of copper and Manganese. Powder Packing: In Corton of 1 oz. and 2 oz. ? 
Packing : Bottles of 40, 100, 500 & 1000. Tablets Packing: 8, 100, 250 & 500. 


PRODUCTS OF 


CHEMO-PHARMA LABORATORIES LIMITED. 


Factory : Office : 
Sewree, BOMBAY 15. Worli, BOMBAY 18. 
Phone : 63231 Grams: “CHEMOLABS.” Phone : 76952. 
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P. A. S. has been proved to be of immense therapeutic value in the treatment of 
Tuberculosis as a compulsory adjuvant to Streptomycin. 


PAMICYL 


is our Brand of P. A. S. available as Sodium and Calcium salts and also as 


PAMIZID 


with Isonicotinic acid Hydrazide and Vitamins and lately as 


ANAZID 


Isoniazide salt of P. A. S. acid chemically combined. 
Effective even in resistant cases in doses of 600 mgm. per day. 


Details from: — 


G.:D..A. CHEMICALS:LTD., 


MANUFACTURERS OF PARA-AMINO SALICYLIC ACID (P. A. S.) 


as IN INDIA. 
36, PANDITIA ROAD, CALCUTTA-29. 
Grams: ‘ SULFACYL’, 


Syrup - Parenteral - Capsule 


Mechtol Preparations provide ideal 
hpotropic therapy for effectively combat- 
ing liver diseases & disorders. It reduces 
cholesterol level, chylomicron count in the 


blood and is well tolerated by the System 


Indica ed i diseases of Li 
ZANDU PHARMACEUTICAL WORKS LTD., | 


Gokhale Road South, 28 


Graphic Z 25 
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Plastules with Vitamin Bi2 represents a practical, 
common-sense approach to the management of 
all nutritional anaemias. Given in a ONE-A-DAY 
dosage schedule, Plastules provide the following 
essential factors for a speedy haemopoietic response: 


* Vitamin Bi2 
* Folic Acid 
* Liver Extract 


* Yeast 


* Ferrous Iron 


HAEMATINIC COMPOUND 


Packing: Bottles of 30 and 300 capsules. 
JOHN WYETH & BROTHER LIMITED 


(Incorporated in England with Limited Liability) 
Steelcrete House, Dinshaw Wacha Road, Bombay |. *Trade Mark 


Just one capsule ~ | | 
a day 
ay 
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ANNOUNCEMENT ! ANNOUNCEMENT !! 


-SALT 


NEW FORMULA IS NOW INTRODUCED 
THERE IS A MARKED IMPROVEMENT IN TASTE 


The recipe of the new, improved K-Salt is given below : 
60% 
15% 


Potassium Chloride 
Ammonium Chloride 


Choline Chloride 2% 
Choline Citrate ne 8% 


5 oy 


Excipient 15% 


K-Salt is recommended in conditions where a sodium-free diet is indicated. 


K-Salt (new formula) is supplied in bottles of 60 gm. & 120 gm. 


For samples and literatures, please write to 


THE CALCUTTA CHEMICAL COMPANY LTD., 
35, PANDITIA ROAD, CALCUTTA-29. 


ATTENTION, PLEASE 


The Journal of the Indian Medical Association reaches the reader in India (and 
Pakistan) by the first and third week of every month. For circumstances beyond 
our controi, if any reader does NOT RECEIVE his copy by the 12th or 25th, he 
should please 


(a) check up once again at his ewn place 


(b) enquire at his local Post office, and then 
(c) inform us—direct— without delay. 


FOR CHANGE OF ADDRESS, please :— 


(a) inform the local branch of the Ind. Med. Assoen. to which you are 
attached, and 
(b) inform us six weeks IN ADVANCE. 
Please check up the spelling of your name and address on the Journal-wrapper. 


If it is incomplete or inaccurate, please let us know, without delay 


A few copies of THE SILVER JUBILEE ISSUE of the Journal are still available, 
on payment of Rs. 3- per copy. 


The Hony. Secretary 
JOURNAL OF THE INDIAN MEDICAL ASSOCIATION 


23, SAMAVAYA MANSIONS, CORPORATION PLACE, CALCUTTA—13. 


Printed by Sri Tarani Kanta Basu at Sri Gouranga Press Private Ltd., 5, Chintamani Das Lane, Calcutta-9 and published 
by him on behalf of the Indian Medica! Association from 23, Samavaya Mansions, Corporation Place, Calcutta-13. 
Editor—Dr. P. K. Guha, M.B.. MRCS. (Eng.). D.O.M.S. (Lond.) 
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A N D Nicotinamide 25 mg. 


Homatropine Methyl Bromide 1.25 mg. 
lodochlorohydroxyquinoline 125 mg. 
Activated Charcoal 125 mg. 


DYSPEPSIA 


ANTI-SPASMODIC 
N ANTI-ALLERGIC A 
N ANTI-INFECTIVE \ 
\ DIGESTIVE 
\ \ 
Each Tablet contains: \ 
N Pancreatin (Enteric Coated) 100 mg. \ 
\ \ 
\ FLATULENCE Hydrochloride \N 
\N Vitamin B2 2 mg. \ 


% Estradiol Benzoate 2.5 mg. in Amenor r h : 
Progesterone 25 mg. econdary 
per ml. of sesame oil with 1.5% p imary & ‘ 
Benzy! Alcohol. 
4 FOR PREGNANCY TEST, 
HABITUAL ABORTIONS 
TABLETS AND 
J Ethiny! Estradiol 0.015 mg. 
‘= Ethisterone 1S mg. RELATIVE INFERTILITY. 
ed Aluminium Hydroxide 250 mg. 
a Magnesium Carb. 60 mg. 
per tab. 4 UNICHE 


Cover and Advertisement pages printed at the Venus Printing Works, 52/7, Bipin Behari Gangull Street, Calcutta-12 
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